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POUSSEPP’S PUBLICATION 

N 1926, Poussepp' of Tartu (Dorpat) re- 

ported the result of operation in two cases 
of syringomyelia before the International Neu- 
rological Congress in Paris. In both, there were 
typical sensory changes in the hands and spas- 
ticity of the legs. The suspected cystic cavity 
in the cervical cord was exposed and incised, re- 
leasing clear fluid under pressure. Improve- 
ment in signs and symptoms was observed im- 
mediately after operation, and continued pro- 
gressively for several months. Later® he re- 
ported two more successful cases in detail. 

The procedure is not wholly new. Hassin°, 
writing in 1920, stated that he had witnessed 
such an operation performed by Dr. Karl Meyer, 
but. made no mention of the outcome. Collier* 
devoted considerable space to the question of 
operation in his article in the Oxford Loose 
Leaf Medicine, first published in 1921. He 
caused three patients to be operated upon by 
a surgeon whose name is not given; two experi- 
enced ‘‘lasting alleviation of symptoms’’, but 
the third died. This statement is unchanged in 
the 1929 edition. He attributed the fatality to 
the effect of the anaesthetic, which he states is 
poorly borne by syringomyelics. ‘‘It is not like- 
ly that more than fifty per cent. of patients 
will survive.’’ On this account, he reserves the 
operation for cases in which there is pain or 
complete disablement. Sicard, in discussing 
Poussepp’s paper, said that he had had Nobi- 
neau operate on two cases, with immediate im- 
provement, but eventual relapse and death. It 
is not clear that exactly the same procedure 
was employed as in Poussepp’s cases. 

Since the appearance of Poussepp’s paper, a 
large number of cases have been reported by 
Foerster (hydromyelia)®, Jirasek and Vitek’, 
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Zeno and Cames’, Oppel*, Lafora®, Schmieden”®, 
Gorsky™, Ellmer™, Kappis'®, Juzelevskij'*, Fra- 
zier’®, and Kuttner’®. Of the individual case re- 
ports, all are favorable. Juzelevskij reports 
twenty-two cases, in sixteen of which the opera- 
tion proved beneficial. All of Oppel’s six pa- 
tients were improved, three very strikingly. 
Professor Zeitlin of Rostov tells me that he has 


operated successfully on six patients also; one 


of them had two separate cavities. No deaths 
have been reported in this group. The criticism 
has been made that the operation does not rem- 
edy the pathological process underlying the dis- 
ease, but except for Sicard’s two cases (if we 
accept his judgment upon them) definite ag- 
gravation of symptoms has not been observed. 
Difficulty in wound healing has been mentioned 
by Poussepp and Oppel, and since the incision 
often lies in an anaesthetic area, it is easy to 
see how the wound might become torn open. 

Improvement following operation has con- 
sisted in the relief of pain, if present, decrease 
of spasticity in the legs, and return of sensation 
to the hands. In no instance has any patient 
been rendered symptom free, but many have 
been able to return to work though previously 
disabled. 

The following is an abstract of the records of 
our own four cases: 

Case l. J.B. Male. Age, 55. 

The patient was admitted to the Boston City Hos- 
pital Neurological Service on September 15, 1926, 
following a fainting spell. He complained of dull 
pains in the left shoulder and extending to the fin- 
gers for 4-5 years, usually at night, but had worked 
up to 2% years before admission. The pain and 
weakness slowly progressed. Since the onset he had 
had 3-4 fainting attacks, about which he knew noth- 
ing. Sensory changes occurred only 18 months be- 
fore admission with tingling in the left hand. No 
temperature sensation changes. Weight 170, 2% 
years ago; now 125. 

Family history, marital history and past history 
not remarkable. 

Physical examination: Essentially negative. Blood 
pressure: left arm 110/60, right arm 90/50. 

Neurological examination: Atrophied trapezii and 


sternomastoids. Weakness and atrophy of left arm. 
Exaggerated reflexes on left greater than right. Ba- 
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binski’s reflex on the left. Hypoaesthesia to all sen- 
sations of the left arm, greater in the hand. Hypo- 
aesthesia to pain and temperature of the right side 
up to the level of the first dorsal vertebra. Loss of 
position sense of the left foot. Horner’s syndrome, 
left. Pain in the left arm, so severe as to require 
morphine on several occasions. 

Laboratory Findings: Routine blood and urine 
examinations were negative. Partial subarachnoid 
block with increased protein in the spinal fluid, but 
with inconclusive descending lipiodol injection. As- 
cending lipiodol went up to the seventh and eighth 
dorsal vertebrae. 

Diagnosis: Syringomyelia with gliosis. On ac- 
count of the pain, operation was recommended. 

Operation: Ether. Laminectomy in cervical re- 
gion. The laminae were very thin and those and 
the spinous processes of fourth, fifth, sixth, and sev- 
enth cervical vertebrae were all removed. Two fusi- 
form enlargements of cord exposed, one at fourth 
cervical and the other at the sixth cervical. No 
epidural fat. Widely extensive milky white arach- 
noiditis. The lower enlargement was split first in 
midline with escape of one ounce of xanthochromic 
fluid. The walls were rather black and discolored. 
The upper enlargement was solid and thought to be 
a necrotic area. The cord was split in the midline 
on the posterior surface. The wound was cl in 
the usual manner. 

The postoperative course was uneventful. There 
‘was relief of pain in the arm, though never complete. 
The patient was given a series of x-ray treatments. 
He was transferred back to the neurological service 
on January 5, 1927 for postoperative examinations, 
with the note that the pain in the left arm was 
distinctly less than before operation. 


Physical examination: No change. 


Neurological examination: Hypaesthesia for light 
touch left side, leg and arm. Hyperaesthesia for pain 
and heat left side, leg and arm. Hypaesthesia for 
pain and heat right side, leg and arm. Subjective 
pain in left shoulder relieved by aspirin and codeine. 
Ataxic spastic gait. Generalized atrophy of muscu- 
lature most marked in the left arm. Horner on 
left. Increased reflexes in the left leg. Question- 
able Babinski’s reflex. 


This patient was transferred to the Long Island 
Hospital on February 10, 1927. He complained of 
pain in the shoulder. In April, sensory examination 
showed hyperalgesia of the left leg below the knee; 
impairment of pain, light touch, temperature, muscle 
and joint sense of both legs; ataxia of both legs; 
knee jerk greater on left. In May an abscess in the 
back over the left scapula was incised and healed in 
three weeks. In July he had pain in the left shoul- 
der and both lower extremities; the left pupil was 
smaller than the right; the left arm lay limp and 
atrophied; he could abduct the shoulder to only 60 
degrees; there was impaired sensation in the left 
forearm and hand; the knee jerks were present on 
both sides; there were no pathological reflexes; gir- 
dle pains along costal margin were present; sensa- 
tion was more marked on the right side. On April 
11, 1928, he was reported dead. No autopsy. 


Summary: A case of syringomyelia operated late 
in the disease. At this time a cyst in the lower 
cervical cord was opened, after evidence of block 
and pachymeningitis and a solid enlargement of cord 
above had been demonstrated. Postoperatively there 
was for a time some slight relief of subjective symp- 
toms. Objectively there was no change. The patient 
lived for 1 year and five months after operation with- 
out any definite evidence of having been helped. 


CasE 2. John M. Male. Age, 24. Admitted to the 
Neurological Service September 18, 1930 complaining 
of weakness, stiffness and numbness of right leg. 


From 7 to 19 years of age, he had had attacks of un- 
consciousness with crude visual hallucinations, fol- 
lowed by nausea, vomiting and headache, for which 
he was treated with luminal. Since the age of 16, 
he had had unsteadiness of the right leg, but believed 
that he had had it for an indefinite period pre- 
viously. About a year before admission, the dis- 
ability of the right leg became much worse and was 
accompanied by numbness. His right arm also be- 
came weak so he was unable to raise it above his 
head. Vision was always poor in the right eye. He 
had not been able to work for two years. 

Family and past history not remarkable. 

Physical examination showed a rather short, slight 
youth. There was an irregularity of the right tem- 
poral bone, facial asymmetry, and left dorsal scoli- 
osis. Carious teeth. Heart slightly enlarged and dis- 
placed to the left. There were many scars of pain- 
less burns and injuries on the fingers. 

Neurological examination showed a slight weak- 
ness of the left face; atrophy and fibrillary contrac- 
tions of the left deltoid and trapezius; weakness of 
grip and atrophy in both hands. The biceps jerks 
were absent, but the knee and ankle jerks were hy- 
peractive. There was bilateral ankle clonus and 
Babinski’s sign. Position and vibratory sense were 
diminished in the legs, which were weak and spastic. 
The optic discs were pale. 


Laboratory data: Examination of blood and urine 
essentially negative. Lumbar puncture: initial pres- 
sure 150, normal dynamics, Pandy’s test, 9 cells. 
Blood and spinal fluid Wassermann tests negative. 
X-rays showed scoliosis. 

The diagnosis of syringomyelia was made, and the 
patient given a series of x-ray treatments. His symp- 
toms continued to progress, however, and he was re- 
admitted to the Neurosurgical Service, January 7, 
1931, for operation. 

At this time, examination was essentially the same 
as given above. The areas of loss of heat and cold 
sensation are shown in Fig. 1. Other modes of sen- 
sation were less affected. There was a bilateral par- 
acentral scotoma, and vision in the right eye was 
20/150. 

Lumbar puncture showed an initial pressure of 
200. After removal of 3 c.c., it fell to 120. There 
were no cells and the protein was 31. On another 
occasion, it was 83. 

Operation was performed on January nineteenth, 
under avertin and novocain. The laminae of the 2nd 
to the 6th cervical vertebrae were removed without 
incident. The canal was distended by a greatly 
swollen cord. The arachnoid was thickened and ad- 
herent to the dura, 2 c.c. of fluid were aspirated from 
within it and found to contain 3 white cells; pro- 
tein 28 mg.; chloride 720 mg.; sugar 66 mg. The 
cavity was then incised in the midline. Fluid under 
pressure gushed from it. The incision was extended 
a distance of 15 cm. in all. Some difficulty was en- 
countered in dealing with the abnormally numerous 
and large vessels over the surface. Jugular com- 
pression appeared to increase the flow of fluid from 
the sac. When all adhesions had been freed, the 
thin shell of cord lay in longitudinal folds within the 
enlarged canal. Closure was made as usual. 

The patient made an easy operative recovery, and 
immediately noticed a return of sensation and 
strength in the fingers. His gait was found im- 
proved as soon as he got out of bed. There was 
marked return of sensation in the legs (see Fig. 2). 
The reflexes and visual fields remained unchanged. 

When the patient was seen on June 1, 1931, it 
was learned that the x-ray treatments had, by mis- 
take, been given in the lumbar region, so that they 
can be credited with little effect on his condifion. He 
was able to walk long distances, and even to run. 
He had begun to drive an automobile, which had been 
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impossible previously on account of ankle clonus. He 
could also pitch and catch a ball, which had been 
one of his great ambitions, and was seeking employ- 
ment as a chauffeur. 

Neurological examination showed a diminution, but 
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FIG. 1. Case 2. 
before operation. Pi 
area. 


not disappearance of the spasticity of the legs, dis- 
tinct decrease of the atrophy of the hands, and im- 
provement in the symmetry of the face. 

Summary: <A youth of 24 presented symptoms of 
syringomyelia dating back to childhood. In addition 
to loss of temperature sense in the hands and right 
side of the body, he had atrophy of the right shoulder 


Boston City Hospital. 
January 10, 1931. 
Heat and cold. 


HYPAESTHESIA 


girdle and both hands, and spasticity, and ataxia of 


the legs. In addition there was a history of attacks 
of loss of consciousness, and bilateral optic atrophy 
with paracentral scotomas were found. Lumbar 
puncture disclosed a slightly elevated pressure, a 


Le 


Area of loss of sensation of heat and cold 
nprick about equally affected over the same 


protein of 83 and 9 cells on one occasion. The symp- 
toms grew worse after x-ray treatment. At oper- 
ation, a large cyst was opened widely. There was 
improvement in all symptoms, -and objectively a 
return of sensation and strength in the hands and 
decrease of spasticity of the legs. Functional im-. 
[provement was striking. 
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FIG. 2. Case 2. Area of loss of sensation of heat and cold 


after operation. 


Case 3. Agnes P., age 55 years, referred by Dr. 
Nathan Garrick, was admitted April 2, 1931. About 
a year after an injury to her left shoulder in 1923, 
she began to notice weakness in the left arm. This 
progressed until the arm became practically useless. 
The right arm also became so weak that she could 
not use it to comb her hair, and could only use it in 
eating by propping the elbow on the table. She was 
unsteady in walking, and occasionally fell without 
apparent cause. Eight years previously, she had had 
a radium treatment of the uterus for metrorrhagia. 
Following this, she had occasional urinary retention 
and incontinence, and several attacks of cystitis. She 
complained of a burning pain across the shoulders 
and down the left arm, which occasionally felt numb. 

There were numerous scars of burns on both hands, 


There was a small patch of pigmentary degeneration 
in the left retina. There was a slight nystagmus in 
both directions. The muscles of both arms and 
shoulders were atrophied and showed frequent fibril- 
lary twitching. Grip was poor in the right hand and 
almost absent in the left. Deep reflexes were absent 
in the arms. The knee-jerks were rather active, but 
ankle-jerks were not obtained. 
ski’s reflex. 

There was no loss of tactile sense, but pinprick 
was poorly felt over both shoulders as far down as 
the tip of the scapula, over the neck, and up to the 
trigeminal area over the back of the head. (See 
Fig. 3.) Slight changes of temperature were poorly 
felt over this area also. 

Lumbar puncture yielded a clear fluid with a pres- 


No clonus or Babin- . 


AX 
ANAESTHESIA 
NX 


Volume 205 
Number 16 


MYELOTOMY IN SYRINGOMYELIA—PUTNAM AND MUNRO 


751 


sure of 160 mm. and dynamics normal. There were 
no cells. The total protein was 44 mgs. The Was- 
sermann test was negative. 

A diagnosis of syringomyelia was made and op- 
eration was decided upon on account of the patient’s 


extreme disability. 


FIG. 3. 


Case 3. 
fore operation. Slight diminution of thermesthesia over the 
same area. 


Operation—April 10th. Avertin and local anes- 
thesia. The dura over the cervical cord was ex- 
posed without difficulty. It appeared thin, and the 
canal seemed to be enlarged. When the dura was 
incised and retracted, the cord was seen to be the 
seat of a cystic enlargement, which appeared to fill 
the canal completely. It was difficult to see how pres- 
sure could be transmitted from the ventricles to the 
lumbar region, except through the walls of the cyst. 


HY PAESTHESIA 


The cyst was punctured, but no fluid rose into the 
needle. A little of it was aspirated, and found to 
contain 27 mg. of protein. An incision was therefore 
begun in the midline posteriorly. A huge cavity was 
revealed, fully 15 millimeters in diameter, lined with 
a very tough greyish tissue. The cut was gradually 


AGNEs P. 
Boston City Hospital. 
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Area of loss of sensation of pinprick be- 


extended in both directions to the end of the cavity 
posteriorly under the 7th cervical spine, and to the 
foramen magnum above where the cavity disappeared 
out of sight into the medulla. This necessitated cut- 
ting several vessels up to 0.6 mm. in diameter. Bleed- 
ing was controlled by tamponing and placement of 
muscle. A catheter was passed downward between 
arachnoid and dura, but met no obstruction. When 
bleeding had been entirely stopped and the cord was 
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clean, the dura and muscle layers were closed with 
interrupted silk sutures in the usual manner. 

The patient made a good recovery. A catheter had 
to be implanted on account of retention for a week 
after the operation. Two weeks after operation she 
was walking, apparently better than before. A week 
later, she had a recrudescence of cystitis, which re- 


ANAESTHESIA 


FIG. 4. 
operation. 


Case 3. 


sisted the usual forms of treatment tor the next six 
weeks. 

In spite of this debilitating experience, the patient 
experienced considerable improvement. The zone of 
hypalgesia diminished. (See Fig. 4.) She became 


able to raise her right hand to her mouth and to 


comb her hair without supporting the elbow. The 
left grip improved considerably, and flexion of the 
forearm became possible. The pain in the shoulders 


AGNES P. 
Boston City Hospital. 
June 6, 1931. 
Pinprick. 


HYPAESTHESIA 


disappeared. Occasional fibrillation continued, and 
there was no demonstrable improvement in the atro- 
phy of the hands and shoulders. 

Summary: A 55 year old woman, in rather feeble 
general health, had had hypalgesia of the shoulders 
and neck and atrophy of the deltoids and hand mus- 
cles for eight years. The left arm was practically 


Area of loss of sensation of pinprick after 


useless. She had some weakness of the legs and 
ataxia, but no spasticity. She also had urinary dis- 
turbances. Following incision of a large syringo- 
myelic cavity, which extended all through the cer- 
vical cord and into the medulla, there was slight im- 
provement in sensation and definite gain of strength 
and motion in both hands. The cystitis was tem- 
porarily much worse after the operation, but finally 
returned to about its preoperative condition. 
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CAsE IV. Elkyn K., a Russian painter of 52, was 
admitted to the Neurosurgical Service May 10, 1931. 
The patient considered himself well until November, 
1929, when he began to have pain, first in the left 
shoulder, then in the right. The left arm became 
weak, and in March 1930, he had to stop work be- 
cause he could not use his left hand. In May 1930, 
his legs suddenly became weak and ataxic. He was 
admitted to this hospital, where it was found that 
he had pus in his urine and a boggy prostate. On 
account of the weakness of the left arm, a lumbar 
puncture was performed, which yielded normal fluid. 
He was discharged with a diagnosis of chronic prus- 
tatitis and syringomyelia. The pain and weakness 
continued about the same up to the time of his 
present admission. 


é 


FIG. 5. Case 4. Incision in distended cord. From a sketch 
made during operation. 


General physical examination showed the prostate 
still enlarged and tender. The lungs were emphy- 
sematous. 

Neurological examination showed a thoracic sco- 
liosis. There was marked weakness of the extensors 
and flexors of the left arm and the flexors of the 
right. The left deltoid was atrophic, the right less 
so. The patient was unable to lift the left arm above 
the shoulder. The reflexes were normal except for 
slight exaggeration of the knee jerks. There was a 
hypalgesia of the left shoulder and arm, extending 
down to the waist. 

Lumbar puncture showed normal pressure and 
dynamics, no cells, protein 26, Wassermann reaction 
negative. 

A diagnosis of syringomyelia was made. 

The patient was given a series of x-ray treatments 
over the cervical cord. His symptoms grew slightly 
worse, if anything, and finally operation was de- 
cided on. 

Operation was performed June 15, 1931, under 
avertin and local anaesthesia. The laminae of the 


third to seventh dorsal vertebrae were removed. 
When an incision was made in the dura, the cord at 
once bulged through it. The cord appeared to fill 
the dura sac completely, so that pulsations were not 
transmitted to the lower part of the incision. The 
distended cord was punctured with a needle, but the 
contents were under too low a pressure to flow until 
aspirated. The fluid obtained had a protein content 
of 26 mg. : 

Incision was therefore begun in the midline about 
the center of the exposed cord. (Fig. 5.) The walls 
of the cyst were found to be about 2 mm. thick, 
grey, and tougher than the tissue encountered in 
previous cases. A vessel about 0.5 mm. in diameter 
crossed the midline in several places, and gave rise 
to annoying hemorrhage each time it was cut. This 
was finally controlled by placement of muscle. The 
incision was gradually extended to the extremities 
of the dural opening—a distance of about 12 cm. The 
cavity exposed did not measure more than 5 mm. 
in diameter. As it collapsed, a catheter could be 
passed down outside the arachnoid. 


| 


| 
FIG. 6. Case 4. Supravital smear preparation of gliotic 
tissue removed at operation. A, A, A, A, A, fibrous astrocytes. 

E, ependymal cells. 500. 


At the upper end of the incision, the glial lining 
of the cavity was so thick that a small portion of it 
could be removed for microscopic section. Further 
gentle manipulation here revealed a small opening 
into the fourth ventricle, from which a tiny stream 
of fluid welled. The wound was closed in layers as 
usual. 

A smear of the tissue removed, stained with vital 
red on a warm stage, showed it to be composed 
mainly of fibrous astrocytes, with a few ependymal 
cells. (Fig. 6.) 

The patient made a good operative recovery, but 
has been little relieved. He complained of a new 
pain in the right shoulder on motion, which was re- 
lieved by massage. At the present writing (July 10, 
1931) the left arm appears distinctly stronger, and 
the sensory loss has decreased slightly. Within the 
last few days, a slight loss of temperature sense has 
developed in the feet. 

Summary: A 52 year old Russian was admitted 
with a history of pain and weakness in the left arm 
for two years. Examination showed a loss of pain 
and temperature sense in that region, with atrophy. 
The right arm was only slightly affected. At oper- 
ation, a cavity extending all through the cervical 
region and into the medulla was incised. Its lining 


was thick and tough, and a smear showed it to be 
composed of fibrous astrocytes. 


There was a small 


} 
J 
! 
| 
~ 
& 
‘ | a¢ 
“4 


754 


MYELOTOMY IN SYRINGOMYELIA—PUTNAM AND MUNRO 


N. E. J. of M. 
October 15, 1931 


communication between the cavity and the fourth 
ventricle. The patient made a good operative re- 
covery, but his neurological condition was only 
slightly improved. Some new symptoms developed 
several weeks after operation. 


THE ETIOLOGY AND PATHOGENESIS OF SYRINGO- 
MYELIA IN RELATION TO OPERATION 


The etiological factor involved in syringo- 
myelia remains unknown. The prevalent opin- 
ion appears to be that it is a congenital abnor- 
mality, since it often appears in siblings’ and 
in conjunction with other congenital defects 
such as spina bifida and hydrocephalus. A 
strain of rabbits has been reported in which 
syringomyelia, often fatal, appears as a reces- 
sive Mendelian charactzristic’®. In many in- 
stances, small cavities are found in cords of pa- 
tients showing no symptoms during life. Scolio- 
sis dating to early childhood, facial asymmetry 
and heterochromia of the irides are frequent 
conecomitants, which all point to an onset in in- 
faney, even though neurological symptoms ap- 
pear only at a later date. The occasional oc- 
currence of tumors in the gliotic cavities need 
not argue against a congenital origin of the 
disease. 

It is not easy to reconcile this point of view 
with the rather frequent concurrence of syringo- 
myelia with optic neuritis’®, acromegaly”? and 
multiple sclerosis** and its appearance in ani- 
mals with encephalomyelitis®?. Such cases are 
too numerous to be explained on the basis of 
coincidence, but apparently no other explana- 
tion has been advanced for them. 

Typical syringomyelic cavities are lined with 
yellowish or brownish glial tissue. There are 
numerous blood vessels, sometimes with thick- 
ened hyaline walls. Sometimes a large cavity 
exists with a very thin lining, at other times 
a small eavity lies in the midst of an extensive 
gliotic mass. The cavity may, or may not, com- 
municate with the central canal. In some in- 
stances, actual neoplastic degeneration appears 
to have taken place’. 

It is obvious that incision of the cyst can 
scarcely be expected to arrest the gliosis. One 
point stands out in the surgical reports, how- 
ever, namely the fact that the fluid is under 
pressure, and is often described as actually 
spurting through the incision. Unquestionably, 
the degree of relief of pressure is the deciding 
factor in the relief of symptoms, whether the 
distended cord blocks the canal or not. 

Hydromyelia is distinguished pathologically 
from syringomyelia by the lack of gliosis in the 
walls of the cyst. Differential diagnosis of 


the two conditions is difficult or impossible, 
and the operative indications should be the 
same in both. Foerster considered the cavy- 
ity in his case to be hydromyelie rather than 
syringomyelic. 


DIAGNOSIS OF SYRINGOMYELIA 


The characteristic manifestations of syringo- 
myelia—loss of pain and temperature sensa- 
tion in the hands, followed by atrophy —is 
familiar to all physicians. The symptoms ref- 
erable to the spinal cord are well described in 
standard textbooks. Mention is seldom made of 
pain, of optic atrophy, or of convulsions, how- 
ever; yet these appear with moderate frequency 
in the case-reports reviewed. 

Especial interest is attached to the spinal 
fluid findings. Most textbooks state that the 
spinal fluid is normal, but in all of our eases, 
and in several others in the literature, evidence 
of block was found. This may consist of no 
more than an increase in protein. The walls 
of the cyst may be so thin that pressure is par- 
tially transmitted through them, as in our Cases 
2,3 and 4. As even partial block probably con- 
stitutes an indication for operation, particular 
attention should be paid to this point. In doubt- 
ful cases, double puncture or the injection of 
radio-opaque oil might be decisive. Jirasek 
suggests puncturing the cavity and filling it 
with iodized oil. 

COMPARISON OF OPERATIVE WITH X-RAY 
TREATMENT 


In recent years, radiation has become the 
standard treatment for syringomyelia, and we 
have personally seen cases enormously benefited 
by it. Delherm and Morel-Kahn** have col- 
lected several hundred cases from the literature, 
with improvement in over 70%. Their own re- 
sults were slightly less good and about 33% of 
their patients were worse following treatment. 

It is natural to suppose that radiation acts on 
the glial lining of the cavity or its blood ves- 
sels, rather than upon its fluid contents. In- 
deed, it would not be surprising if the pressure 
within the cavity were actually increased by the 
breakdown of the cells in its wall. Thus, opera- 
tion and radiation should theoretically supple- 
ment each other. 

Diathermy, ultraviolet radiation and the use 
of various drugs have been proposed, but have 
not been generally accepted. 


- OPERATIVE TECHNIQUE 


The operation itself is about as simple as a 
laminectomy can be. In view of Collier’s ex- 
perience, it might be better to avoid ether. If 
there is doubt as to the presence of a cavity 
when the cord is exposed, it may be needled. 
Poussepp advises incising the cord posterior 
to the pyramidal tract, or through the lateral 
column. We have used a midline incision 
in all of the cases reported, and also in 
other conditions, without ill results. Hemor- 
rhage has apparently not presented any real 
problem, but a priori it would seem wise to be 


i 
| 
if 


Volume 205 
Number 16 


MYELOTOMY IN SYRINGOMYELIA—PUTNAM AND MUNRO 


755 


extremely meticulous to have the lips of the cord 
incision absolutely dry, to minimize the likeli- 
hood of fibrinous and later fibrous adhesions. 
Closure of the incision appears to have occurred 
in one of Foerster’s cases. Frazier suggests that 
piece of rubber tissue be left in the cord in- 
cision. It is difficult to foresee whether this 
would make matters better or worse. 

The danger of separation of the wound edges 
is apparently a real one. It is probably di- 
minished by operation under local anaesthesia. 
Closure should be made with extreme care, and 
the incision reinforced with a posterior figure-of- 
eight bandage or adhesive strapping. 


DISCUSSION 


The cases reported in the literature probably 
give a somewhat erroneous impression of the suc- 
cess of the operation. In the largest series, 
over a quarter of the patients experienced no 
benefit, and improvement was extremely slight, 
if not absent, in one of our own. Doubtless a 
large number of failures and disappointments 
remain unrecorded. Moreover, it is not known 
how long the improvement will last, or even 
whether the incision in the cord will close. 

With this reservation, the results are sur- 
prisingly good, especially in view of the fact 
that few mild cases are included in the favor- 
able reports. In Oppel’s series, the greatest 
improvement occurred in the earlier cases. It 
is possible that the time will come when opera- 
tion will follow the diagnosis of syringomyelia 
as a matter of course, to prevent the formation 
of large cavities. 

It is our feeling, however, that such a time 
has not yet come. Operation is to be urged 
in cases in which radiation produces no im- 
provement, and especially in those in which there 
is pain or disability. In other cases, the in- 
dividual circumstances must be carefully 
weighed, and possible dangers balanced against 
possible benefits. However, we now have at our 
disposal a second resource against a disease 
which two decades ago was considered hope- 
less. 

CONCLUSIONS 


1. Four additional cases of syringomyelia 
treated by myelotomy are presented. One pa- 
tient showed practically no improvement. Im- 
mediate improvement was slight in two others, 
but striking in one instance. 

2. From a survey of the literature, it ap- 
pears that the operation has had a favorable, 
but not curative, result in the great majority 
of cases. In some instances the results have 


been permanent, in others the disease has 
progressed. Symptoms have apparently not 
been increased by operation. Only one fatality 
is recorded in cases reported since 1926. 


3. X-ray treatment probably acts by arrest- 
ing gliosis, operation by relieving pressure. 
Sometimes one, sometimes the other may be more 
effective. Radiation should always be employed 
as an adjunct to operation. 


4. Pending further experience, we believe 
that operation should be reserved for patients 
who are not relieved by x-ray treatment, or who 
have root-pains, or spinal block, or who are in- 
capacitated by the disease. To these it offers 
real hope of improvement. 
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SARCOMA OF THE BLADDER IN CHILDREN, 
WITH REPORT OF A CASE 


BY E. ROSS MINTZ, M.D.* 


ARCOMA of the bladder in children is of 
J rather rare occurrence. The literature on 
the subject, although not extensive, is very con- 
fusing. Albarran', Concetti?, Munwes*, Judd‘, 
Watson’, Robitshek*, O’Neil? and Mixter® have 
reported cases; Deming’ reviewed the literature 
in 1924 and reported sixty-four cases of primary 
bladder tumors in the first decade of life. There 
were two cases below one year of age, eighteen 
from one to two, eleven from two to three, nine 
from three to four, nine from four to five, one 
from five to six, six from six to seven and two 
from seven to eight, four from eight to nine, 
and two from nine to ten. It will be noticed 
that forty-nine out of the sixty-four, or about 
seventy per cent., occurred in the first five years. 
Since 1924, six other cases have been reported 
in the literature. Unquestionably other cases 
of sarcoma of the bladder have occurred which 
have not been described. It is significant that 
of one hundred and sixteen cases of bladder tu- 
mors observed by Buerger’®, one hundred and 
forty-five cases tabulated by Geraghty”, thirty- 
five cases by Barringer’*, two hundred and 
twenty-two cases by Lenormant*, three hundred 
and thirty-three cases by Scholl'* and three hun- 
dred and thirty-eight cases by Young"’, not a 
single one occurred in an infant. 


ETIOLOGY 


The etiology of this type of tumor is still 
obscure. Many hypotheses have been formu- 
lated. 

Thompson" believes that the growths were 
congenital. Concetti? feels that the occurrence 
of the majority of the growths in children un- 
der five years of age speaks for an embryonal 
origin. Fuller argues that, since most of the 
sarcomas originate from the base of the blad- 
der, the causal factor must be irritation; he 
states that the urine secreted by the kidney 
and depsesited at the base of the bladder is 
responsible for the formation of this tumor. 
Some authors believe that the tumor should be 
classed as a teratoma. 


PATHOLOGY 


The pathology is extremely varied. In Con- 
cetti’s? cases thirteen were sarcoma, two lympho- 
blastoma, seven fibrosarcoma, eight myxoma, two 
myxosarcoma, six fibrosarcoma, one dermoid 
cyst and three were undetermined. In Cecil’s’’ 
one hundred and ninety-three cases seventy-two 
were round cell sarcoma, fourteen spindle cell 
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sarcoma, nine myxosareoma, ete. The remainder 
included cases of giant cell sarcoma, telangiec- 
tatic sarcoma, chondrosarcoma and fibro- and 
myxosarcoma and mixed cell sarcoma. The tu- 
mor is usually cauliflower-like in shape, mark- 
edly soft, friable, at times edematous and, in 
our case, markedly injected. In most of the 
cases the tumors were sessile. In Cecil’s one 
hundred and ninety-three cases seventy-eight 
were sessile and twenty-eight pedunculated. 
Uleeration rarely occurs in this type of tumor. 
Some authors attribute this to the fact that these 
tumors originate from the submucosa or inter- 
muscular substance and for this reason they 
always invade the bladder wall. Cecil believes 
that this fact accounts for the prompt recur- 
rence of the tumor when an operation other 
than resection is done. 


The growth of the tumor is extremely rapid 
and ofttimes invasive, encroaching upon the 
vulva, vagina and rectum. Most of the authors 
agree that this neoplasm does not metastasize 
early. The case histories seem to bear out this 
point ; in the majority of instances no metastases 
are found. In Albarran’s! fifty-three cases they 
occurred only seven times; in Concetti’s? forty- 
two cases, only once. Munwes’ states that metas- 
tases occurred in fifty per cent. of his cases. 
The metastasis is usually to the lungs, or to the 
sacral and retroperitoneal glands. Since 1924, 
in only one instance in the literature, a case de- 
scribed by Weiss and Dreyfus'* in 1928, was 
there metastasis to the lung. 


SYMPTOMATOLOGY 


A word as to the symptomatology in infants 
as compared to that in adults. There seems to 
be one outstanding fact, namely that although 
hematuria is the presenting symptom in most 
eases of sarcoma in adults, it very rarely pre- 
sents itself as an initial symptom in cases be- 
low ten years of age. Descalopoulous, in 1929, 
collected twenty cases of sarcoma in infants 


and found hematuria a presenting sign in only 


feur. He feels that if hematuria does occur in 
sarcoma of the bladder in infants, it is not so 
profuse as that which occurs in adults and usu- 
ally happens at the end of micturition. He also 
states that retention of urine is a frequent oc- 
currence and is due to the infiltration of the 
bladder neck by the neoplasm and to conse- 
quent loss of bladder contractility. This fact is 
well borne out in many of the cases. In Weiss 
and Dreyfus’!® case of a sarcoma in a child six 
months old, acute retention was the presenting 
sign. In Stepita’s'’® case of a spindle cell sar- 
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coma, dysuria of three months’ duration was 
the chief complaint. In Mixter’s* patient, a 
child of three and a half years, frequency and 
bed-wetting were the initial complaints. In 
Helmholz’s*® case of a girl sixteen months 
old, straining on urination and defecation of 
two months’ duration were the first symptoms. 
In Descalopoulous’* case in a baby nine months 
old, acute retention and a generalized impair- 
ment of health were the initial complaints. 
There are many other cases reported, in which 
this is true, but it is not necessary to quote 
them all. However, if one serutinizes very care- 
fully the cases of sarcoma that have been re- 
ported in individuals above ten years of age, he 
finds that hematuria is usually the presenting 
sign. There are a few cases where it has oc- 
curred as the initial symptom in infants. In 
Stepita’s'® case of a male four years of age, 
pain. on micturition and priapism were com- 
plained of. Suprapubic pain is present in a 
good number of the cases. In a large number 
of the cases in infants a mass could be palpated 
suprapubically, while this did not occur so fre- 
quently in adults. In Robitshek’s® case of an 
infant four and a half years old intermittent 
acute retention was a predominating symptom. 
In Helmholz’s*® case of a girl sixteen months 
old a small tumor mass was extruded at the 
urethra. 


DIAGNOSIS 


Cystitis, vesical calculi and embryological de- 
fects have to be considered in the differential 
diagnosis. Before the invention of the cysto- 
scope the diagnosis was purely one of chance. 
Today, however, cystoscopy seems to be the only 
sure method of diagnosis and in most of the 
reported cases the diagnosis was made with 
the aid of the cystosecope. In cases where a 
cystoscopy is not possible, a cystogram should 
be taken. Stone can be ruled out by x-ray. 


COURSE 


The course of the disease is invariably fatal, 
varying from one week, in Descalopoulous”™” 
ease, to eleven months, in Deming’s case®. Re- 
currences are usually the rule and death the 
ultimate outcome. There are, however, a few 
cases of cure reported. O’Neil’ states that clini- 
cally all have one point in common, that is they 
almost all tend to recur and are uniformly fatal. 
Operation hastens the ultimate outcome. In 
Albarran’s! series, in fifty per cent. of his op- 
erative cases the patient died immediately after 
operation and in ten cases rapid recurrence took 
place. In Watson’s’ tabulated series sixty-three 
per cent. died immediately after the operation. 
Munwes” series disclosed that fifty per cent. 
died immediately after operation. Three of his 
patients were cured for five years. In Gard- 


ner’s*? cases six out of seven died after opera- 
tion. Klein* in 1895 reported a cure in a male 
ten years old; suprapubic cystotomy was done 
and the tumor and part of the bladder wall re- 
sected. In Mixter’s® case, in 1917, of embryo- 
fibro-sarcoma in a child three and a half years 
of age, the tumor was excised; three months 
later cystoscopy showed the bladder to be nega- 
tive. There are a few other instances of re- 
ported cures, but they do not appear to be re- 
liable. 

Due to inevitable recurrences of the tumor, 
the only hope ever to cure a patient with sar- 
coma of the bladder lies in a total cystectomy. 
Deming® feels that not only should a total 
cystectomy be done but a resection of the 
urethra should also be performed as well. 


SUMMARY 


(1) Approximately fifty-five authentic cases — 
of sarcoma of the bladder have been reported 
in children under five years of age. 


(2) The etiology is obscure. The pathology 
is varied. All histoid elements have been re- 
ported. 


(3) Hematuria is usually not a presenting 
symptom. Frequency, dribbling, acute reten-: 
tion and bed-wetting are common symptoms. 


(4) Recurrences are frequent and early. 
Metastases are not common. The course is in- 
variably fatal. Operation seems to hasten death. 
In all of the recent cases diagnosis was made 
by cystoscopy. 

(5) Partial excision of bladder wall, exci- 
sion of the tumor and diathermy have been tried 
with little success. Deming feels that total 
cystectomy with resection of the urethra is the 
only hope for cure. 


CASE REPORT 


A white, native male, five years old, entered the 
Children’s Hospital, June 22, 1929, complaining of fre- 
quency of urination. 

P. I. Four months previously the patient had had 
a rash all over the body, accompanied by pyrexia and 
sleepiness. No sore throat was present. The skin 
peeled. From this time on the patient complained 
of frequency of urination and nocturia 

Two months before admission he vomited twice and 
complained of a stomach and backache. One morn- 
ing he came home from school with wet trousers. 
At that time adhesions of the prepuce were noted 
and these were broken up by the family physician. 

Five weeks before admission circumcision was 
performed in the out-patient department (Children’s 
Hospital). There was no relief of symptoms. He 
still had frequency of urination every half hour with 
marked dysuria and pain. Pain, relieved by rubbing, 
was also complained of in the legs. 

One week later pain in the stomach and vomiting 
were noted. The next two days he passed a few 
Dribbling 


drops of blood on four or five occasions. 
occurred continually. 

P. E. A large, soft, fluctuant tumor was felt in 
the mid-abdomen from symphysis to umbilicus, pre- 
Attempts to catheter- 


sumably a distended bladder. 
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ize the patient were difficult and accompanied by|respirations 25. The bladder was palpable; ten 
great pain. ounces of urine were obtained on catheterization. 


X-ray—Chest and abdomen negative. Plates of the 
spine showed spina bifida occulta of the laminae of 
the fifth lumbar and first sacral vertebrae. Opera- 
tion was advised. 

On June 29, 1929 suprapubic cystotomy was done. 
A grape-like mass was felt in the bladder, attached 
by a broad base to the posterior inferior wall of the 
bladder. Frozen section showed a rapidly growing 
round and spindle cell sarcoma. Implantation of 
radium and diathermy were advised by a consultant. 

On July 11, cystotomy was performed. Excision of 
the tumor and coagulation of the pedicle were car- 
ried out. Radium seeds were implanted. 

Operative Note. Suprapubic sinus enlarged and 
bladder exposed. The neoplasm evidently had grown 
into the sinus, extending upward from the anterior 
bladder wall, where it surrounded the orifice of the 
bladder. There was, also, a good deal of growth 


on the base of the bladder. The growth was friable 
and soft, unlike the ordinary consistency of carci- 
noma. Several small fragments were removed with 
scissors, and the remaining tissue, which could not 
be excised, was thoroughly coagulated. Radium was 
then implanted in various places and the bladder 
closed around the tube. The pathologic report was 
consistent with leiomyosarcoma. 

Five days after operation the wound opened and 
the catheter came out. It was re-inserted several 
times but each time it came out; finally the wound 
was left open without a catheter. The patient ran 
an elevated temperature, which finally subsided. He 
was discharged to his local physician twenty-one days 
after operation with the diagnosis of recurrent sar- 
coma of the bladder. 

The patient returned six weeks later to the hospital 
with acute retention. 

Interval History. One week after discharge from 
the hospital, he voided naturally. The suprapubic 
sinus closed completely. The patient felt fine, his 
appetite was good and he began to gain weight. This 
progress continued until three days previous to re- 
entry, when the child lost strength and appetite, and 
frequency of urination developed. The following day 
he felt feverish and passed small amounts of urine. 
His temperature at entrance was 103°, pulse 130, and 


The day after entrance the suprapubic wound was. 
opened and the patient began draining urine. From 
that time on he felt fine. He was discharged to. 
his local doctor after five days’ hospitalization 
(9/16/29). 

He entered the hospital for the third time Octo- 
ber 23, 1929, five weeks later. 

Interval History. Since his last admission, the: 
patient had been passing urine through the supra- 
pubic sinus. Until five days previous to this re-entry, 
he seemed well in all respects. 

At that time swelling developed on each side of 
the incision. It was tender but not inflamed. There: 
was severe pain in the penis accompanied by strain- 
ing on defecation. 

X-ray examination of the chest was negative. 

On October 25, 1929, a suprapubic tube was in- 
serted. Ten days later a tumor of the bladder ulcer- 


ated through the abdominal wall and was excised by 
Dr. J. D. Barney. The pathologist stated its appear- 
ance was the same as previously reported. Patient 
was discharged on November 8, 1929. 

He entered the hospital for the fourth time on 
December 26, 1929. 

Interval History. Patient did well for quite a 
while after leaving the hospital; he ate well and was. 
able to walk about and play. Gradually the mass 
in the lower abdominal wall became larger. In the 
last few weeks his appetite had decreased and he 
had become progressively weaker and was now no 
longer able to walk about and play. 

P. E. A raw, soft, friable, lobulated mass, about 
the size of a lemon, protruding through the old lower 
abdominal incision. 

Blood examination: RBC 3,490,000, WBC 15,900, 
Hgb. 55%. 

X-ray examination—Chest (1/19/30) negative; 
long bones negative. 

Operation (1/6/30)—Bilateral ureterostomy by Dr. 
J. D. Barney. Cauterization of bladder tumor. Path-. 
ologic report: same appearance found as on previous: 
examinations. 

Intravenous pyelogram (3/21/30)—“Right kidney 
pelvis well filled. It is large but otherwise normal in 
appearance. The ureter also seems large and the 
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shadow disappears in the flank. On the opposite side 
there is no evidence of the dye. Kidney is not se- 
creting.” 

Patient discharged April 1, 1930, with the right 
catheter draining; the left not draining so well. 

Fifth entry May 9, 1930 

Interval History. Since leaving the hospital, the 
patient had not improved very much. Five days ago 
all his previous symptoms increased. His ureteral 
catheter on the right had been irrigated daily with 
boric. His pain had been controlled by three-fourths 
to one grain of codein every hour. The tumor, pro- 
truding through the abdomen, was still present. 
Nevertheless his appetite had been spasmodically 
good and he had been able to be about. He had had 
a vomiting spell every day for the last four days and 
for the last three days pain in the knee had been 
complained of. 

P. E. Large, reddish mass, about the size of a 
small grapefruit, protruding from suprapubic inci- 
sion. Left ureterostomy sinus draining pus. 

On May 5, 1930 excision and coagulation of the 
sarcoma were performed. The pathologic report was 
the same as before. 

On June 12, 1930 he was discharged. 
He died on August 1, 1930. 
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RESULTS OF THE USE OF 


STRAMONIUM DATURA IN 


PARKINSON’S DISEASE AND POSTENCEPHALITIC 
PARKINSONISM* 


BY 0. J. MENARD, M.D.,f AND L. M. HURXTHAL, M.D.t 


HE beneficial and oftentimes striking effect 

obtained. by administering large doses of 
Stramonium Datura to patients with Parkin- 
son’s disease (Paralysis Agitans) or posten- 
cephalitic Parkinsonism has been reported by 
several authors':?:**°, Juster’ was the first to 
use and recommend large doses. In this coun- 
try Shapiro? first reported beneficial results fol- 
lowing Juster’s method. Since then others have 
been able to confirm their reports. This article 
is based on the results of twenty-three such 
cases treated in the Lahey Clinic since Novem- 
ber 1929. 

Derivatives of hyoscin, notably hyoscin hy- 
drobromide, have been used in the treatment 
of these disorders. The benefit derived from 
the latter preparation is in most instances 
meagre in comparison with that resulting from 
the use of stramonium. Recently Stemplinger® 
has reported excellent results in the treatment 
of postencephalitic Parkinsonism by the use of 


*From the Medical Department of the Lahey Clinic, Boston, 
Massachusetts. 


tMenard—Assistant in Medicine, Lahey Clinic. Hurxthal— 
Physician, Lahey Clinic. For records and addresses of authors 
ssee “This Week’s Issue’’, page 778. 


Atropine Sulphate. He begins treatment by ad- 
ministering one drop of a five-tenths per cent. 
(0.5%) solution three times a day and increas- 
ing the dose by one drop each day until the 
patient is receiving twenty-one drops per day. 
He states that if there is no improvement the 
diagnosis of postencephalitic Parkinsonism is 
not warranted. To date we have given this 
method a thorough trial in only one case. (No. 
I.) The patient in this case found it necessary 
to discontinue the drug after four days because 
of visual disturbances. 

Late sequelae of encephalitic lethargica or ad- 
vanced states of Parkinson’s disease are fre- 
quently distressing and not a few are unable 
to care for themselves or are bedridden. We 
have had a few such patients who, through the 
administration of stramonium, have. been trans- 
formed from mentally retarded, drooling and 
bedridden patients totally incapable of self-care, 
to active, alert and independent individuals. 
Other individuals less severely stricken may 
hope for variable degrees of improvement. 

The differentiation of the so-called true Park- 
inson’s disease or paralysis agitans and the 
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sequelae of encephalitic lethargica is at times 
difficult. It has been said that the former re- 
ceives little benefit from stramonium, whereas 
the latter are markedly benefited. In general, 
this would appear to be true, but we suspect 
that this differentiation cannot always be made 
and, therefore, treatment should be tried on all 
such eases. A few of our patients, in whom 
the diagnosis of true Parkinson’s disease seemed 
likely, were markedly benefited. 


DOSAGE 


We have used only the powdered leaves, at 
first in capsules, then later in pill form. 
Our experience has led us to believe that 
no worthwhile results can be obtained in us- 
ing less than five to seven grains per day. 
At first 214 grains are administered three times 
a day; later this may be raised or lowered as 
seems necessary. It is wise, however, to push 
the drug to the maximum before giving it up 
as unsatisfactory. A few of our patients are 
taking fifteen grains a day; one is taking twen- 
ty-two and one-half grains daily. At first most 
patients complain of dryness of the mouth and 
disturbance of vision due to dilatation of the 
pupils; after a time this may wear off if the 
drug is continued. In some cases the excessive 
dryness may be very disagreeable and may 
eventually suppress the appetite. In our ex- 
perience this seems to be the most unpleasant 
effect of the drug. The use of citrous fruits or 
eandy helps temporarily to offset this disadvan- 
tage. Several trials may be necessary to reg- 
ulate the dose to the patient’s optimal advan- 
tage. We have noted no harmful effects from 
the drug. 


RESULTS OF TREATMENT 


1. Muscular Rigidity. Relief from this almost 
constant feature has been the most constant re- 
sult of treatment. 


2. Mental Retardation. Relief of this is often 
striking and may be expected in many cases. 


3. Tremor. The ‘‘pill roll’’ type of tremor 
may be lessened or in a few it may almost 
vanish, but on the whole in those cases which 
might traditionally be classed as Parkinson’s 
disease, results are often disappointing. 


4. Excessive Salivation. This unpleasant 


symptom is invariably relieved as would be ex-|. 


pected by the action of the drug. 


5. Miscellaneous. Other signs or symptoms are 
less benefited. The masked facies and stare are 
rarely changed, although there may be a distinct 
change in countenance, conveying a more op- 
timistic state of mind. Oculogyria may be les- 
sened. General improvement in health, as 
shown by gain in weight and appetite, may fol- 
low. 


6. Many cases of late Parkinson’s disease show 
various degrees of upper dorsal roundback. We 
feel it may be worth while to prescribe stramo- 
nium in early cases, hoping that muscular ri- 
gidity may be lessened and thereby, that we may 
retard the onset of this disfiguring change. 


Case reports giving the pertinent data are 
listed below. All of these patients have been 
heard from; those living near by have been 
seen repeatedly. Periods of observation have 
extended from two to eighteen months. Six of 
the twenty-three patients experienced marked 
improvement; six, moderate improvement; 
while six received slight benefit. Four obtained 
no help by taking the drug. 


CASE REPORTS 


No. 13301—female—age 29. Indefinite 
onset eighteen months ago. Com- 
plaints: inability to keep eyes 
open; drooling; tremor (jerking) 
of left arm, present during sleep. 

Examination: Drooping eyelids, con- 
tinuous jerky tremor of left arm, 
masked facies, excessive salivation. 


CASE I 


Treatment: Stramonium, 22% grains 
daily.* 
Results: No tremor, drooling stopped, 


less trouble with eyelids, cheerful 
and optimistic. 
Time followed: 16+ months. 


No. 6931—female, age 30. Onset twenty- 
four months ago following in- 
fluenza. 

Complaints: Unable to dress or feed 
self; drooling; inability to concen- 
trate; nervousness. 

Examination: Typical masked facies, 
excessive salivation, marked rigid- 


II 


ity. 
Stramonium, 12% grains 
ily. . 


Results: Takes care of herself, rigidity 
and salivation markedly improved, 
can read and sew, still has masked 


acies. 
Time followed: 14+ months. 


No. 6383—female, age 51. Encephalitis 
lethargica four years ago. 

Complaints: Shaking of jaw, left arm 
and leg, mental retardation and 
drooling of saliva. 

Examination: Rigidity, masked facies, 
continuous coarse tremor of jaw, 
arm and leg, “pill-roll’’ type. 

Treatment: Stramonium, 15 grains 
daily. 

Results: Tremor of hand lessened by 
about one-half. Mental activity 
normal, drooling has ceased, rigid- 
ity gone. 

Time followed: 8+ months. 


CasE III 


CasE IV 
lethargica seven years ago. 
Complaints: Mental sluggishness, oc- 
casional tremor of hands, rigidity 
of right arm, pulling up of eye- 
balls causing pain and requiring 
narcotics. 


*The amounts here recorded are those which were found to 
be optimum. 


No. 2852—female, age 23. Encephalitis 
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Examination: Masked facies, mentally Complaints: Unable to use right arm, 
sluggish, rigidity of right arm, left arm and left leg—unable to 
typical gait. care for self. 
Treatment: Stramonium, 15 grains Examination: Masked facies, marked 
y. stare, excessive drooling, marked 

Results: Fewer attacks of oculogyria, rigidity of all extremities, marked 
less rigidity, “50% better”. mental sluggishness. 

Time followed: 3 months. Treatment: Stramonium, 15 grains 

daily, for 7 months; now 22% 

Case V No. 8547—male, age 22. Onset four grains daily. 
years ago following encephalitis Results: Excellent—relief of rigidity, 
lethargica. can care for self, has free motion 

Complaints: Fatigue, headaches. of whole body. 

Examination: Masked facies, general Time followed: 18 months. 
rigidity, typical gait. 

Treatment: Stramonium, 7% grains | Case XI No. 16884—female, age 53. Onset in- 
daily. definite. 

Results: Now working, walks freer, Complaint: Arthritis. 
much less rigidity, smiles easily, Examination: Marked atrophic arthri- 
no headaches. Stopped the medi- tis, masked facies, typical Parkin- 
cine for a while but returned to it son’s gait, muscular rigidity, 
voluntarily. marked arteriosclerosis. 

Time followed: 1 month. Treatment: Stramonium, 7% grains 

daily. 
CasE VI No. 14730—female, age 35. Indefinite Results 4 None. 
onset ten years ago. Time followed: 2 weeks. 
Complaints: Nervousness, vague pains, 
Case XII —No. 17591—male 
é . , age 52. Onset three 

Examination: Typical masked facies, years ago following encephalitis 
rigidity, mental sluggishness, ‘“‘pill- lethargica 
roll” tremor. 

; Complaints: Fatigue, awkward gait, 
es = gg Stramonium, 7% grains tendency to sleep most of the time. 

Results: Tremor gone, practically no the 
rigidity, more and tongue and hands 
Recently developed diarrhea; dose . ; grain 
reduced to 5 grains daily. t: Stramenium, 1% 

Time followed: 10 months. Results: More interested, much less 

Case VII No. 15422—male, age 34. Onset five Goes not seep 
years following encephalitis lethar- Time 
gica. 

Complaints: Nervousness, weakness, Bae 5 

Examination: Typical Parkinsonism, —" Loss of strength and en 
masked facies, muscular rigidity, 
tremor of the left arm—“pill-roll” 
type, typical gait. coarse tremor of hands. 

— 7% srains Treatment: Stramonium, 7% grains 

daily 

Results: Mentally brighter, less rigid- ng , 
ity, much more active and cheer- —_—— ng stopped; otherwise 
ful, could write. 

Time followed: 2 months. Could not No answer 
trace thereafter. 

Case VIII No. 13212—male, age 46. Encephalitis |C4S® XIV No. 5827 male, age 53. two 
two years ago. Com 
plaint: Mentally slowed up. 
weakness, slow Examination: Masked facies, stare, 
rigidity, typical gait. 

Examination—Typical masked facies, Treatment: Stramonium, 7% grains 
rigidity. dail 

etl grains daily of Stra- Results: Marked relaxation and relief 

Results: Received some improvement Walks 
Time followed: 6 months. 

Case IX No. 12550—female, age 41. Onset one| CASE XV No. 16557—female, age 54. Onset four 
year ago following encephalitis nd ga of encephalitis le- 
lethargica. 

of leg. Complaints: Nervousness, tremor, 

uous shaking of right leg. . : : 

Results: No help with 7% grains of 
Stramonium daily. (Mail report.) ak: general rigt dity. 

CASE X No. 13180—female, age 21. Onset seven Treatment: Stramonium, 17% grains 
years ago with weakness of legs. daily. 
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: Results: Salivation é stopped, rigidity Examination: Masked facies, monoto- 
markedly less with freer move- nous speech, rigidity. 
ments, tremor reduced, mentally Treatment: Stramonium, 15 grains 
alert, does her own cooking for the daily. 
first time in five years. Results: Much better for 24 hours, 
Time followed: 7 months. then no further effect; probably a 
definite—about years ore. 
Complaint: Trembling right arm. CasE XXI- No. 15764—female, age 59. Onset 5 
Examination: Pill-roll motion of right years before ? acute encephalitis. 
arm. Slight rigidity. Examination: Shaking of right arm 
Treatment: Stramonium, 7% grains with pill-roll tremor. 
Complaint: Unable to write en black- 
: . board or feed self with right arm; 
light rigidity. 
Case XVII No. 17836—male, age 56. Onset 6 years . 
ago with pill-roll tremor of hands. —— Stramonium, 7% grains, 
Complaints: Results: Although tremor not entireiy 
severe pain—unable to fee r gone, cam use arm freely 
Examination: Typical advanced paral- 
ysis agitans. CasE XXII No. ua age 24. Onset 1 
Result: Now care for self, reads, goes rooling, mental retardation, 
4 tremor of hands. 
out walking, rig- Examination: Masked facies, drool- 
idity and no pain; tremor or fa i 
ng, tremor of hands—pill-roll type, 
cial expression unchanged. 
Time followed: 8 months mentally slow. 
Treatment: Stramonium, 7% grains 
ASE XVIII No. 18273—male, age 60. Onset three daily. 

a years ago. Results: Completely changed. No clin- 
Complaint: Tremor of hands. ical suggestion of disease. Feels 
Examination: Typical pill-roll tremor fine. 

of both hands, masked facies. Time followed: 2 months. 
Treatment: Stramonium, 7% grains 
daily. CONCLUSION 
Results: All symptoms lessened. : 
Time followed: 5 months. Stramonium Datura in adequate dosage is a 
Case XIX _No. 15206—female, age 70. Onset eight | helpful drug in attempting to alleviate some of 
years ago. the distressing symptoms of either Parkinson’s 
Complaints: Tremor, weakness, diffi-| disease or postencephalitic Parkinsonism. It 
Ssonioetionn hg oot Parkinson’s dis- should be tried in all such cases. 
ease, masked facies, bilateral pill- 
roll tremor, flexed attitude. 
Treatment: Stramonium, 7% grains 1 par 
daily. 2 Shapiro, S.: by gg ay of Parkinsonian states by oes 
Result: Legs improved, no effect on method. J. Nerv. & Ment. Dis. 68: 488 (Nov.) 1928 
tremor, more relaxation; stopped} 3 carmichacl, E. A., and Green, F. H. K.: Parkinsonian rigid- 
it but resumed it again. ity. Quart. J. Med. 22: 51 (Oct.) 1928. 
Time followed: 10 months. 4 Jacobson, A. L., and Epplen, Frederick: Stramonium as 
CasE XX No. 11689—physician, male, age 70. agent in of poe 


Onset 3 years ago. 
Complaints: Cramps right leg—diffi- 

culty in starting locomotion except 

for measured step; unable to write. 


5 Moren, J. J.: stramonium s syndrome. 
Kentucky M. J. 27: 291 (July) 1929. 

Miinchen., med. Wehnschr. 77: 1926 (Nov. 7) 1930 
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MEDICAL 


PROGRESS IN LARYNGOLOGY 


PROGRESS 


BY LEROY A. SCHALL, M.D.* 


VERY reviewer of medical literature must 
sympathize with the mood that prompted 
Smyth! to write: 

‘“The volume of literature on the sinuses dur- 
ing the past year is, as usual, abundant and also, 
as usual, contains little that is new. There 
may be some excuse for men in the small towns 
in remote sections of the country writing papers 
containing well-known facts, but there can be 
no excuse for well-known otolaryngologists, 
looked up to by the medical profession, continu- 
ing to write year after year, papers that con- 
tain nothing that cannot be found in the most 
dust-covered textbooks on otolaryngology on the 
library shelves. The natural inference is that 
these men have told all that they know, but wish 
to continue to write.’’ 

The otolaryngologie literature of 1930 suf- 
fered no diminution in quantity from that of 
1929. 


ANATOMY 


In a splendid paper, Dorrance? discusses the 
embryology of the pharyngeal bursa and finds 
that a true bursa pharyngea in adults is an in- 
dependent structure and that it is not to be 
regarded simply as a median recess of the 
pharyngeal tonsil. He disagrees with those who 
believe it develops from Seessel’s pocket, or from 
Rathke’s pouch. Dorrance finds that it takes 
its origin from adhesions of the notochord, and 
that its production may be aided in the general 
process of growth by the traction of fibrous 
bands, by the fascia pharyngobasilaris, or by 
both, as well as by active growth of the ento- 
derm. 

Lewis and Dandy® failed to find evidence to 
support the theory that a variable nerve sup- 
ply conducts the sensations of taste, as first 
advanced by Krause and more recently spon- 
sored by Harris, who accepted Nageotte’s an- 
atomic demonstration that the fifth, seventh and 
ninth nerves have a common gustatory nucleus 
in the pons. Their observations indicate that 
but one nerve conducts sensations of taste from 
the anterior two-thirds of the tongue. This is 
the nervus intermedius (Wrisberg) or the glos- 
sopalatinus (Hardesty), which represents the 
sensory portion of the seventh nerve. The 
course of the pathway of taste is direct. Stimuli 
pass from the taste buds through the chorda 
tympani by way of the geniculate ganglion and 
the nervus intermedius into the pons. These 


*Schall—Associate Surgeon, Massachusetts Eye and Ear In- 
firma and Massachusetts General Hospital. For record and 


address of author see ‘‘This Week’s Issue’’, page 778. 


conclusions are based on the results of intra- 
cranial division of the isolated cranial nerves 
in patients. The following are the observations 
on which the conclusions are drawn: 1. Sec- 
tion of the sensory root of the fifth nerve is 
not followed by any permanent changes in taste, 
although in each instance all forms of sensation 
except taste over the trigeminal domain are to- 
tally absent. 2. After intracranial division of 
the seventh nerve, including the sensory por- 
tion (nervus intermedius of Wrisberg, the 
nervus glossopalatinus of Hardesty), taste to the 
anterior two-thirds of the tongue is completely 
and permanently lost. 3. Division of the facial 
nerve, between the geniculate ganglion and the 
point at which the chorda tympani leaves the 
facial nerve to pass through the middle ear, 
is invariably followed by total and permanent 
loss of taste. 4. Intracranial division of the 
glossopharyngeal nerve is followed by complete 
and permanent loss of taste to the posterior 
third of the tongue, but there is no effect on taste 
in the anterior two-thirds of the tongue. 


PHYSIOLOGY 


The functions of the eustachian tube are 
described as both physiologic and protective. 
The physiologic function of equalizing the air 
pressure is well known. To the protective the- 
ory of the wave-like action of the cilia lining 
the tube, Pitman‘ describes two additional pro- 
tective functions: 


1. The torus tubarius, which is the free mar- 
gin of the triangular cartilage of the eustachian 
tube and projects within the nasopharynx, 
moves backward, upward and inward when the 
tube is opened. With this movement it sweeps 
backward and away from the orifice of the tube 
any secretion surrounding it. In this way it 
keeps the orifice of the eustachian tube free 
from secretions. 

2. When changing from a vertical slit to a 
triangular opening, the pharyngeal orifice of the 
eustachian tube, by its opening movement, breaks 
up the surface tension of any film of secretion 
that may be stretched across the orifice. In this 
way it causes the film of secretion to collapse, 
and the orifice to the eustachian tube is kept 
open for ventilation of the middle ear. 


According to Shambaugh’ a definite basement 
membrane beneath the epithelium may be found 
anywhere in the respiratory tract. While it 
may be seen in normal appearing mucous mem- 
brane, it is probable evidence of a chronic 
epithelial irritation in the past. It usually oc- 
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curs beneath pseudo-stratified columnar ciliated 
epithelium, but may occur with the transitional 
form and occasionally with stratified squamous 
epithelium. It is composed of a dense, more or 
less homogeneous layer of collagen beneath the 
epithelium and is interspersed with canaliculi, 
through which leukocytes migrate to the sur- 
face and tissue fluids escape. It is found in 
about a third of the specimens from chronic in- 
flammations, and in about two-thirds of the 
specimens from asthmatic patients. When 
greatly thickened, it is accompanied by a des- 
quamating epithelium, often producing mucus 
excessively. This suggests that the presence of 
a basement membrane results from stimulation 
of connective tissue cells by abnormally active 
epithelium. Since edema, fibrosis and cellular 
infiltration of the lamina propria are not more 
marked when there is a thickened basement mem- 
brane, it has no clinical or pathologie signifi- 
cance other than being an evidence of chronic 
epithelial irritation, past or present. 


BACTERIOLOGY 


The etiology of the common cold was studied 
experimentally by Shibley et al®, who arrived 
at certain definite conclusions: 

‘‘The contagious cold in human beings is 
caused by an invisible uncultivable, filtrable 
agent which, in all likelihood, belongs to the 
group of so-called submicroscopie viruses. Colds 
can be transmitted successfully from man to the 
chimpanzee and from man to man by means of 
Berkefeld filtrates of nasal washings obtained 
from individuals suffering from spontaneous 
colds, more especially during the period of ris- 
ing incidence of infection in the community. 

‘‘In the various complications that may be 
due to an acute throat infection, Streptococcus 
hem alyticus was found in two-thirds of the 
cases.’ 


PATHOLOGY 


. Stimulated perhaps, by the emphasis placed 
on pathology by the American Board of Oto- 
laryngology, more articles on laryngologic pa- 
thology have appeared in the past year than in 
any previous decade. 

Eggston* writes on the pathology of chronic 
accessory sinus disease. In brief, his article 
consisted of an attempt, founded on the study 
of surgical specimens, to explain the pathologic 
processes involved in the production of chronic 
accessory sinus disease, based on the vascular 
changes of the tissues involved; these vascular 
changes resulted in three types of pathologic 
changes. 1. The hypertrophic or polypoid type 
of sinusitis results from phlebitis and lymph- 
angitis, with an inflammation of the adjacent 
perivascular stroma. An obstruction of the 


proper drainage of the parts results in a turges- 
cence and polypoid formation. 2. The fibrotic 


or atrophic types are due to a fibrosis secondary 
to arteriole inflammatory involvement and a loss 
of the blood supply and nourishment to the tis- 
sues, with replacement fibrosis. 3. In the third 
type a mixture of hypertrophy and atrophy ex- 
ists in the same sinus, resulting in rugae or 
sulci, producing the so-called papillary type of 
membrane. In this instance, there is involve- 
ment of the venules, lymphatics and arterioles. 

One hundred and sixty specimens of tissue 
were removed from the noses and accessory 
sinuses of twenty-six patients having asthma or 
vasomotor rhinitis, or both, and were examined 
grossly and microscopically by Weille®. The 
most interesting gross observation was the pres- 
ence of occasional pus pockets in the sinus mem- 
brane. 

The microscopic examination of the sections 
of tissue showed: (a) metaplasia at times of the 
type of epithelium; (b) possibly metaplasia of 
individual epithelial cells; (c) thickening of the 
basement membrane; (d) edema or fibrosis of 
the tunica propria in two-thirds of the speci- 
mens; (e) very active mucous glands; dilated 
serous glands; (f) increased vascularity ; no spe- 
cial smooth muscle hypertrophy; (g) promi- 
nence but not predominance of eosinophils as in- 
filtrating cells in tissues of patients with asthma 
operated on once; (h) regeneration of all tissue 
elements in patients operated on a second time; 
(i) marked contrast between ‘‘pale’’ and ‘‘red”’ 
mucous membranes in vasomotor rhinitis. 

Producing anaphylaxis in guinea pigs, Mur- 
phy’® studied the pathologic changes of the 
nasal mucosa. These changes consisted of an 
eosinophilia, engorgement and petechial hemor- 
rhages. 

Hilding’™ studies the tissue change in the 
common cold by removing specimens from the 
inferior turbinate in twenty-five patients. These 
specimens were removed from several hours to 
several weeks of the infection. 

The pathological process found is that of the 
mucous membrane inflammation following rather 
marked tissue changes including the loss of 
many of the surface cells and a proliferative re- 
action in the submucosa. 

Prompted by the work of Knowlton and Mc- 
Gregor, Gorham and Bacher’ report their ob- 
servations of the postoperative healing follow- 
ing the Caldwell-Luc operation.. 

Specimens of the regenerating lining were re- 
moved during postoperative course at two, three 
and four weeks and at two, three, four, five and 
ten months and examined microscopically. 

From their findings, they agree with Knowl- 
ton and McGregor’s conclusions that there is a 
complete new mucous membrane consisting of 
the pseudo-stratified columnar epithelium, cili- 
ated, with a distinct basement membrane, and a 
stroma containing mixed glands 


| 
| 
J 
| 


Volume 2056 
Number 16 


MEDICAL PROGRESS—SCHALL 


765 


RESULTS OF TONSILLECTOMY 


From a comparative study of 2,200 tonsillec- 
tomized children, with an equal number of con- 
trols, three and ten years after operation, 
Kaiser’ finds that: 

1. ‘‘The real value of the removal of tonsils 
and adenoids cannot be definitely established in 
a few years. Apparent benefits during the 
first few postoperative years are not so evident 
over a ten-year period. 2. Outstanding bene- 
. fits are apparent in influencing the incidence of 
sore throats over a ten-year period. 3. Sub- 
stantial benefits are apparent in rendering chil- 
dren less susceptible to scarlet fever and diph- 
theria. 4. Acute head colds and otitis media, 
though definitely lessened over a three-year pe- 
riod, are not essentially influenced over a ten- 
year follow-up period. 5. Cervical adenitis is 
decidedly reduced in tonsillectomized children 
over a ten-year period. 6. The respiratory in- 
fections, such as laryngitis, bronchitis and pneu- 
monia, not only are not benefited but actually oc- 
cur more frequently in tonsillectomized children. 
7. First attacks of rheumatic manifestations 
occur from 30 to 50 per cent. less often in ton- 
sillectomized children. The greatest reduction 
occurs in children tonsillectomized early. Re- 
current attacks are not benefited at all. 8. In- 
complete tonsillectomies do not offer the same 
protection against the usual throat complaints 
and infections as complete removal of tonsils. 9. 
The hazards of tonsillectomy must be considered 
in evaluating the end-results. Considering this 
hazard, the late results seen in 2,200 children ten 
years after operation are evident only in the 
reduction of sore throat, cervical adenitis, otitis 
media, searlet fever, diphtheria and rheumatic 
fever and heart disease.’’ 

Monroe and Volk’* analyzed the complaints 
of 736 children before and after operation and 
compared the results with an analysis of the 
complaints of 741 children in a control group 
having similar complaints on examination and 
reéxamination one year later. The following 
conelusions are drawn: ‘‘Tonsillectomy offers 
a child considerable relief from such common 
complaints as sore throat, head colds and mouth 
breathing. It reduces malnutrition and pro- 
motes disappearance of enlarged cervical glands. 
Complaints have been relieved in 91 per cent. 
of patients operated on. In order to obtain the 
maximum benefit, the child should be operated 
on in early childhood. Children with subnormal 
mentality and retarded school progress resulting 
from enlarged tonsils and adenoids showed im- 
provement in 40 per cent. of all patients oper- 
ated on. In the 736 cases analyzed, coexisting 
conditions were present in 120. Complaints in 
the control group of cases do not show any im- 
provement during the period of one year of 
observation, as compared with 91 per cent. of 
improvement shown in the group of patients 
operated on.’’ 


According to Cunningham’, one-third of 
12,530 young white women who entered the 
University of California between 1920 and 1929 
had had an operation for the removal of tonsils; 
one-third were thought to have normal tonsils 
and the remaining one-third had pathologie ton- 
sils, remnants of tonsils or buried or projecting 
tonsils, to which no further designation was 
given. The group with normal tonsils and the 
group with pathologic tonsils differed by small 
percentages, which are statistically insignificant, 
in the incidence of the following diseases and 
operations reported in the histories; measles, 
mumps, chicken pox, whooping cough, scarlet 
fever, diphtheria, pneumonia, pleurisy, chronie 
colds, rheumatism, chorea, operations for ap- 
pendicitis, mastoiditis, enlarged cervical lymph 
nodes and operations on the nose. The group 
with absent tonsils gave a history of higher in- 
cidence of all illnesses and operations than did 
either the group with normal tonsils or the 
group with pathologic tonsils. The fact that 
children who are often ill are the ones most 
frequently operated on is offered as a possible 
explanation for this higher incidence of illness. 
The proportion of the amount of illness re- 
ported before and after tonsillectomy suggests 
that the removal of tonsils had little influence 
in lessening the susceptibility to most infee- 
tions. The lack of proper comparative data 
lessens the value of this conclusion. The age 
when the tonsils were removed had no influ- 
ence on the total incidence of measles, mumps, 
chicken pox, whooping cough, pneumonia and in- 
fluenza, but early removal seemed to have a slight- 
ly favorable influence on the incidence of scarlet 
fever and, to a less extent, on that of diphtheria. 
The effect of the age of removal on chronie colds, 
rheumatism and otitis media was not conclusive. 
A review of the literature relative to the effect 
of the condition of the tonsils on general health 
reveals a great lack of accurate information on 
the effect of tonsillectomy, when one considers 
the number of operations that have been per- 
formed. There is a growing tendency to ques- 
tion the value of tonsillectomy as a prophylaxis 
against infectious diseases and as a preventive 
measure or cure for such systemic ‘diseases as 
rheumatism, chorea and carditis. 


TONSILLECTOMY DURING ACUTE INFECTIONS 


Levinger'*® performed tonsillectomies on 235 
patients with peritonsillar abscesses. In sixty 
of the patients the operation was immediately 
preceded by a tonsillitis. On the basis of his 
experiences he comes to the conclusion that the 
opinion now generally held, that tonsillectomy 
should not be done during or shortly after an 
attack of acute tonsillar diseases, is no longer 
tenable, because this expectant attitude does not 
always prevent complications. The author 


thinks that complications are usually caused by 
a too radical operation at the lower pole of the 
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tonsil. That during his tonsillectomies compli- 
cations did not develop in spite of the fact that 
acute inflammations existed, is considered to be 
the result of his procedure to avoid a complete 
removal at the lower pole. It is asserted that, 
provided all the deeper recesses are removed, a 
tonsillar stump may remain at the lower pole, 
because even a radical removal does not prevent 
the after growth of tonsillar tissue. The author 
stresses that tonsillectomy is not only permissi- 
ble during the existence of a peritonsillar ab- 
seess but is the most favorable form of treat- 
ment, especially in cases of recurrent abscesses. 

Baum?’ advocates and defends the principle 
that it is safe, not dangerous, to remove tonsils 
and adenoids during the height of an acute an- 
terior cervical adenitis, and that such treatment 
is the most satisfactory in its results of any 
yet advocated for the condition. His paper de- 
fends the performance of a surgical procedure 
which is contrary to preconceived opinion, recog- 
nizing the fact that the operation may frequent- 
ly be done in such cases in as short a time as 
two weeks, or even ten days from the date of 
onset of an acute tonsillopharyngitis. This de- 
fies a certain prejudice known to exist against 
early tonsillectomy following an acute tonsillar 
infection. With this prejudice, as applied to 
eases in which definite therapeutic benefit prom- 
ises to accrue, Baum does not agree. He believes 
that the experience of this series of cases amply 
supports the view that we should not permit pre- 
conceived opinion, based more on theory than 
on experience, to dissuade us from availing our- 
selves of whatever therapeutic measures are at 
hand when those measures seem to be, and even- 
tually prove themselves to be, most valuable in 
the management of the particular condition with 
which we are dealing. The problem under con- 
sideration fulfills these requirements and for 
that reason he unhesitatingly recommends ton- 
sillectomy as the treatment of choice in acute 
anterior cervical adenitis which follows a ton- 
sillopharyngeal infection and fails to show defi- 
nite signs of subsiding spontaneously within one 
‘week. 

TONSILLAR RECURRENCES 


Leshin and Pearlman’® call attention to 
extratonsillar tissues which often contain 
lymphoid tissue embedded in their layers 
and which are frequently neglected by many 
in routine tonsillectomy. Following tonsil- 
lectomy in which the main tonsil mass is ap- 
parently completely removed, the instances 
in which the plicae are well developed, sites 
for possible future lymphoid hypertrophy 
are still left in nearly 50 per cent. of all cases. 
Whenever these plicae are well developed, and 
this applies particularly to the plica-triangularis, 
they should be removed separately. There is no 
method of tonsillectomy that insures the patient 
positively against the future recurrence of 


lymphoid tissue at the site of operation. This 
statement is based on histologic evidence of the 
presence of lymphoid tissue surrounding the im- 
mediate tonsillar site and is confirmed from 
embryologic evidence that indicates that the 
tunica propria of the mucosa in this entire re- 
gion contains lymphatic structures with marked 
tendency toward hypertrophy. Epithelization 
of the raw operative area occurs as the result 
of the surrounding mucosa, with its tunica 
propria, growing down into it and retaining in 
its new site the ability to form lymphoid strue- 
tures. The occurrence of hypertrophy in some 
instances and its absence in others is due to con- 
stitutional and individual factors as yet not 
known. 


COMPLICATIONS OF TONSILLECTOMY 


Ballenger’® reports two cases in which appen- 
dicitis developed soon after the removal of ton- 
sils. A girl, aged 5, was admitted to the hos- 
pital with a history of mouth breathing, fre- 
quent colds, sore throats and an occasional ear- 
ache, with two instances of a supervening acute 
suppurative otitis media. There was no history 
of a previous attack of appendicitis, recent cold 
in the head, or sore throat. The tonsils were 
large, almost meeting when she opened her 
mouth. No acute inflammation of the nose or 
throat was evident. The tonsils were removed. 
The second day following the operation, the pa- 
tient suddenly complained of pain in the abdo- 
men. The pain was accompanied by a rise in 
temperature to 101° F. and a leukocyte count 
of 18,000. <A diagnosis of acute appendicitis 
was made, which was confirmed by operation. 
The second patient, aged 5 years, was admitted 
to the hospital with a history of frequent colds 
and sore throats, with mouth breathing and 
snoring most of the time during the past year. 
Her tonsils and adenoids were large, with no evi- 
dence of an acute infection and with no history 
of a recent cold or sore throat. The tonsils were 
removed. The day following the tonsillectomy 
she felt well, but during the night of the fol- 
lowing day she complained of pain in the ab- 
domen with nausea. Vomiting and fever accom- 
panied the pain. A diagnosis of acute appen- 
dicitis was made. The abdomen was opened and 
a gangrenous appendix was found with a local- 
ized peritonitis. 

Shapiro*® reviews the anatomy of the tonsil 
in relation to the deep planes of the neck, and 
collects 29 cases of deep infection complicating 
tonsillectomy. Ninety-four per cent. of these 
followed the use of local anesthesia. The infec- 
tion occurs in two types: (1) the phlegmonous 
type, which includes the large majority of all 
eases analyzed, and (2) a vascular infection 
which manifests itself in the form of septicemia, 
thrombosis or embolism. The treatment should 
aim to localize the infection before an attempt 
is made to drain the abscess. 
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von Hofe” reports three cases of emphysema 
of the neck and head complicating a tonsillec- 
tomy. The emphysema was absorbed spontane- 
ously in from 3 to 5 days. 


TONSIL INFECTION 


Stroe?? and collaborators compare their re- 
sults in fifteen cases of gangrenous tonsillitis in 
scarlet fever with the observations of many other 
French writers and conclude with a favorable 
comment on the use of an antigangrenous serum 
in those cases. Their experiences for the years 
1928-1929 show that the proportion of mortality 
of cases encountered was over 75 per cent., while 
in 1930 with the extensive employment of anti- 
gangrenous polyvalent serum the mortality fell 
to from 6 to 13 per cent. The latter figure is 
for the complicated cases. It is well to remem- 
ber that in 1930 there was in Roumania a most 
grave epidemic of scarlet fever. 

Allodi®* reports an unusual case in a farmer, 
aged 30, who was working with a threshing ma- 
chine when it suddenly stopped. He came near 
the machine to see what was wrong, when sud- 
denly the machine began to work again, blow- 
ing dusty particles of oats into his mouth. 
Shortly after the accident the farmer developed 
an acute attack of supposed diphtheria, which 
disappeared spontaneously after some days, leav- 
a chronic tonsillar actinomycosis with dimin- 
ished ability to work. When the patient was 
seen four years after the accident, he had in- 
fected tonsils (which were removed), chronic 
pharyngitis and a fistula of long duration be- 
hind the right tonsil, which probably developed 
during the first acute attack. The case is con- 
sidered under the point of view of industrial 
diseases which give workmen right to compensa- 
tion. The author states that in cases of this 
nature actinomycosis should be considered as 
any other infection with right to compensation 
and that, at the evaluation of the injury of the 
laborer, among late sequelae of tonsillar actino- 
mycosis the formation of abscess of the lung 
or of gangrene of the lungs, which may cause 
fatal complications, should be borne in mind. 


ANESTHESIA IN PERITONSILLAR ABSCESS 


The problem of anesthesia in peritonsillar ab- 
scess has been studied by Guttman”*. As is 
well known, general anesthesia is exceedingly 
dangerous, while local anesthesia is practically 
useless. Guttman advocates the cocainization of 
the sphenopalatine ganglion to produce anes- 
thesia of the soft palate and tonsillar pillars. 
This article confirms the work of Gordon Hoople 
which was published several years ago. 


CONGENITAL ATRESIA OF POSTERIOR NARES 


Stewart”> asserts that clinically the term 
‘‘atresia’’ (imperforation) is not applied in its 
strictest sense, but under this term are com- 


monly included those cases of congenital occlu- 
sion in which there is a minute perforation suf- 
ficient to admit a small probe. One may not, 
however, include under the title ‘‘atresia’’ any 
further cases in which the choanae are narrowed 
or in which there is asymmetry of the posterior 
nares. There are three degrees of congenital 
choanal atresia, which are due, respectively, to: 
(1) persistence of the buccopharyngeal mem- 
brane, excessive growth medially of the hori- 
zontal and lateral processes of the palate bone 
and persistence of the nasobuccal membrane; 
(2) excessive growth medially of the horizontal 
and lateral processes of the palatal bone and 
persistence of the nasobuccal membrane; and 
(3) persistence of the nasobuccal membrane. 
The obstruction may be bilateral or, more com- 
monly, unilateral, and is absolute. As age ad- 
vances and when the obstruction is of bone, it 
tends to become more dense owing to the sclero- 
sis secondary to the inflammatory condition in 
the obstructed nostril or nostrils. The sense of 
smell depends on the extent of atrophy of the 
olfactory nerve endings. In cases of bilateral 
atresia the sense of smell was perceived a few 
days after operation. The normal mucus stag- 
nates in the affected nasal cavity or cavities and 
in time creates a pathologic condition of the lin- 
ing membrane of the nose and also hypertrophy 
of the adjacent conchae. Treatment is essen- 
tially operative. 


FRACTURES INVOLVING THE SINUSES 


Shea”* reviews his experience with fractures 
of the nasal bones with sinus involvement and 
concludes that: 1. The rhinologist is best pre- 
pared to treat fractures involving the paranasal 
sinuses. 2. The reduction of the fractures and 
the protection of the sinuses are the underlying 
therapeutic principles. 


PARASITIC INFECTION 


Liggett?’ reports an interesting case of a girl, 
age 15, with a bilateral sinus infection, and 
the recovery of the larvae of the black carpet 
beetle from the sphenoidal-ethmoidal recess. 


MAXILLARY SINUSITIS—DIAGNOSIS 


Many articles have appeared dealing with the 
diagnostic aid of iodized oil in sinus disease. 
Of these articles, one can mention those of Good- 
year”*, Jones?®, Dean and Morsman®® and Rich- 
ards** 


Smyth*? evaluates such aid when he says: 
‘*Where rhinologists take and interpret their 
own roentgenograms, they can evidently do bet- 
ter work with the aid of an opaque oil. In 
other localities where an expert roentgenologist 
is used to take the roentgenograms and also 
to interpret them, the reverse is true. Roent- 
genologists who are doing sinus work interpret 
pathologic signs in the sinuses accurately and do 
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not allow their very exact picture of the path- 
ologie process, as shown by the flat plate, to be 
confused by the addition of an opaque oil, with 
consequent possible filling defects. These physi- 
cians should be able to tell the exact conditions 
in a sinus: whether activity is present or not, 
whether there are thickened linings, polypoid 
linings, bone necrosis, cysts, ete. Interpretation 
of x-ray plates is a specialty in itself just as 
much as rhinology is. A good x-ray plate is 
infallible. The pathologic process is shown in 
it and is only waiting for the expert to inter- 
pret it properly.”’ 

Granger** also outlines his radiographic tech- 
nie of the paranasal sinuses. 


MAXILLARY SINUSITIS—-TREATMENT 


Trotter** has treated ten patients with chronic 
maxillary sinusitis with polypoid degeneration 
by surgical diathermy through an antroscope. 
He claims the advantages are: (1) The wound 
is sterilized; (2) the operation is bloodless; (3) 
secondary hemorrhages are rare; (4) shock, 
less; (5) postoperative discomfort negative and 
(6) convalescence is rapid. 

We cannot agree with these conclusions as his 
operation was through the canine fossa with a 
counter opening through the nasoantral wall. 
His operation does not explain how he treats 
polyposis of the anterior face of the maxillary 
antrum. 

Stevenson®® reviews the literature of chronic 
maxillary sinusitis and cites 192 cases that came 
to operation. His summary is well within the 
limits of the accepted otolaryngologie practice. 

Goldsmith*® draws from his vast experience 
and comes to the following conclusions: 


1. ‘‘The causation of the persistence of most 
head colds is due to an inflammatory condition 
within some of the nasal accessory sinuses; that 
most commonly affected is the maxillary antrum. 
2. ‘‘Postnasal discharge, or the so-called ‘ca- 
tarrh,’ is due to seepage from an oedematous 
mucosa of an air cell. The most commonly af- 
fected is the maxillary antrum. 

3. ‘‘Irrigation of an antrum may or may not 
be conclusive. A negative irrigation does not 
by any means rule out mucosal infection. 

4. ‘‘ Acute antral infection usually gets well of 
itself. Many patients are, however, assisted 
greatly in recovery by a few irrigations. 

5. ‘*Swelling of the face, or a bulging forward 
of the cheek bone, is not found in a simple acute 
or chronie antral infection. 

6. ‘‘The teeth at the floor of the antrum are 
frequently responsible for the beginning of one 
eaused by nasal inflammation. The antrum 
should be left alone by dental surgeons, and no 
effort made to treat antral empyema through an 
alveolar opening. Much meddlesome surgery is 


now becoming fashionable in this area and facial- 


antral fistulae are of much more frequent oc- 
currence. 


7. ‘*‘A very large proportion of the so-called 
cases of nasal or postnasal catarrh will be found 
to have their origin in the antral mucosa. 

8. ‘‘The antrum may be only a reservoir for 
the secretion from chronic ethmoidal or frontal 
Sinus disease. When the antrum is infected 
along with these sinuses, treatment should in- 
clude the associated cavity as well. 

9. ‘‘X-ray examination and interpretation of 
a high order may be very helpful, if taken in 
conjunction with a knowledge of the clinical 
symptoms and signs. Taken alone it may be 
very deceptive. X-ray is a good servant but 
a poor master. 

10. ‘‘All varieties of mucosal inflammations 
may be present in the same antrum at the same 
time. 

11. ‘‘Infection of the mucosa of the maxillary 
antrum is responsible for most of the nasal com- 
plaints in my practice. 

12. ‘‘Some asthmatics, and those with per- 
sistent inflammation of the upper respiratory 
mucosa, derive very striking benefit from radical 
measures directed to the removal of chronic 
oedematous changes in the antral mucosa.’’ 


Hunt** also writes: 
1. ‘*Thanks largely to improved x-ray tech- 
nique and its growing use for diagnostic pur- 
poses, it has become recognized that a large 
percentage of all chronic nasal ecatarrhs, and 
many remote systemic diseases, are directly due 
to chronie sinusitis, the antrum being the larg- 
est and most frequently involved. 
2. ‘*The nasal, and nasoantral methods of op- 
erating for this trouble seldom give permanent 
relief, and not infrequently they only serve to 
increase the disability. 
3. ‘*‘The extra-nasal antrum operation, mis- 
called the ‘radical,’ is the only one which takes 
proper cognizance of the true character of the 
underlying pathological condition of chronic 
nasal sinusitis, i.e., the chronically infected and 
permanently thickened mucosa, and, by com- 
pletely removing the same, offers a safe and 
sure cure of an otherwise intractable disease.’’ 


FRONTAL SINUS 


Cullom** tells of his experience with 12 cases 
requiring the Lynch operation. He gives a very 
good review of the literature and endorses the 
operation. 

Simpson and Sanders*® report their observa- 
tions in over 100 eases of frontal ethmoid op- 
erations by the external route. In this series 
of operations they have used morphine and 
scopolamin analgesia combined with local anes- 
thesia. Their operations differ from that of the 
Lynch operation, in that the skin incision is ex- 


Volume 2056 
Number 16 


MEDICAL PROGRESS—SCHALL 


769 


tremely short. They agree that removal of the 
entire lining mucosa of the frontal sinus is re- 
quired to obtain the best results. To view the 
entire sinus cavity they advocate the use of 
mirrors. 


COMPLICATIONS OF FRONTAL SINUSITIS 


Skillern and Coates*® report a case of a 
woman, aged 20, who presented acute frontal 
sinusitis and edema of the right eye and the 
forehead. The anterior end of the middle turbi- 
nate was removed. Incision was made above 
the eye; some pus was found. Her condition 
gradually grew worse. After three weeks there 
was a sudden collapse and she was rushed to the 
hospital in a semicomatose state, and with left- 
sided hemiplegia. There was a large amount of 
pus (about 4 ounces) deep in the frontal lobe. 
The lobe, including the diseased frontal sinus, 
was evacuated and thoroughly cleansed. The 
patient was returned to her room and began 
to show signs of returning consciousness. In a 
few hours she was again rational. On the next 
day the hemiplegia had disappeared. The tem- 
perature went down and the pulse rate increased. 
On the following day, there were signs of menin- 
geal irritation, but they were not severe. Re- 
covery was uninterrupted. 

Woodward‘! discusses the etiology and path- 
ology of osteomyelitis of the skull. According 
to the observer the etiology is as follows. The 
direct cause, or infecting organism, is usually 
the staphylococcus pyogenes-aureus. The pre- 
disposing causes are occlusion of ostium by 
swelling of the mucous membrane with reten- 
tion of pus under pressure, and an interference 
with the blood supply. The pathology found is 
infection, occluded ostium, pus under pressure 
and eliminated blood supply, areas of necrosis 
in the mucous membrane and thrombosis of the 
perforating vein extending through the peri- 
osteum. 


ROENTGENOGRAMS OF NECK 


Pack and Craver*’, in an excellent paper on 
‘‘Tumors of the Larynx and Thyroid’’, advise 
lateral roentgenograms of the neck as a useful 
supplementary means of studying tumors of 
the larynx and thyroid. 

In the x-ray plate tuberculosis of the larynx 
gives a hazy, indistinct outline, owing to the 
invasion of soft parts and the rarefaction of the 
ossified cartilages. Syphilis of the larynx pre- 
sents a picture of sharp, distinct ossified areas, 
owing to increased proliferation of bone. 

Lateral roentgenograms reveal the anteropos- 
terior ¢ompression, tracheal stenosis and tracheo- 
malacia produced by certain types of goiter and 
by tumors of the thyroid gland. Carcinoma of 
the thyroid may perforate the trachea to form 
an intratracheal tumor, easily visualized on the 
roentgenogram. 


Lateral roentgenograms of the neck exhibit 
the outlines of retropharyngeal tumors. Some 
of these growths are inflammatory, whereas 
others are neoplastic, e.g., neurogenic. 

Carcinomas of the base of the tongue, vallec- 
ulae, epiglottis and aryepiglottic folds distort 
the lateral silhouettes of these structures to pro- 
duce a characteristic roentgenogram. 

Intrinsic laryngeal cancers obliterate the light 
oval areas on the roentgenogram which repre- 
sent the ventricles of Morgagni. 

The peculiar punched-out appearance of the 
thyroid cartilage as seen in the roentgenogram 
is almost specific for laryngeal cancer. 

Pancoast** also writes that: 

*‘The portion of the upper respiratory tract 
in the neck has been a neglected field for roent- 
genologic study. Practically all of the path- 
ologic conditions presented by the larynx and 
neuromuscular disturbances show some recogniz- 
able phenomena or abnormal appearances, many 
of which are characteristic. The examination 
must be both fluoroscopic, for studying moving 
parts, and roentgenographic, for purposes of 
record and finer details. The study of phona- 
tion and the swallowing act is essential in all 
eases.’’ Both of these functions are described. 


LARYNGEAL OBSTRUCTION 


Richards** discusses the types of acute laryn- 
geal obstruction. He strongly urges a direct 
laryngoscopic examination to determine the 
cause, for the cause determines the treatment. 


CHRONIC HOARSENESS 


Tucker*® reports an interesting case of a 
woman 57 years of age who was hoarse for six 
weeks. Biopsy revealed both tuberculosis and 
cancer in the same lesion. 


LARYNGEAL TUBERCULOSIS 


Schugt*® describes his observations on patients 
with tuberculosis of the larynx who were treated 
according to Leichsenring’s method. In order 
to secure rest for the diseased larynx, the re- 
current nerve is temporarily paralyzed. The ex- 
clusion of the nerve is done either by injection 
of aleohol, as advised by Leichsenring, or by 
surgical intervention. The author employed 
the first procedure, because it is simpler and 
less dangerous than surgical division. He uses 
an 85 per cent. alcohol solution to which several 
drops of a 1 per cent. solution of procaine hydro- 
ehloride are added. The injection needle is 
from 8 to 10 em. long. The point of puncture 
between the ecricoid cartilage and the first 
tracheal ring is marked on the skin. The needle 
is pushed through up to the spinal column; then 
it is retracted from 1 to 1.5 em. and the alcohol 
is injected. The author employed this treat- 
ment in 25 cases. In some instances the paraly- 
sis developed immediately; in others the injec- 
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tion had to be repeated. Because the vocal folds 
frequently remain in the median position fol- 
lowing the exclusion of the nerve, a bilateral 
’ paralysis is not advisable on account of the 
danger of suffocation and because of a possible 
disturbance of the mechanism of coughing. In 
ease of unilateral paralysis, these dangers are 
avoided. The rest that is secured for the dis- 
eased larynx by the exclusion of the nerve is 
more complete and more effective than refrain- 
ing from speaking. The average duration of 
an effective paralysis is from four to eight 
weeks. A factor that speaks against the surgical 
exclusion of the nerve is that sometimes the vo- 
eal folds do not return to the normal function. 
Oceasionally this occurs also in case of alcohol 
injection. The author thinks that this might 
be avoided by using a weaker solution of al- 
cohol. If the paralysis is only unilateral, the 
patient’s voice is not impaired, even if on the 
one side the nerve is not restored to the nor- 
mal function, because the other vocal fold be- 
comes adapted. In fifteen of the twenty-five pa- 
tients treated with this method, the observations 
are complete. Nine of the patients recovered, 
three showed no improvement, in two the dis- 
ease progressed, and information could not be 
obtained about one case. The other ten patients 
are still under observation. On the basis of his 
experience the author concludes that Leichsen- 
ring’s method for exclusion of the nerve can 
yet be improved. He asserts that it is not dan- 
gerous and gives good results. Therefore he 
recommends its application. 

Heaf*? states that all patients with tuber- 
culous laryngitis, except those that are hope- 
less, should be advised to try to keep silent, 
and they should be provided with a pencil and 
a notebook to write down all their conversa- 
tion. Whispering is not recommended, as it 
causes considerable laryngeal movement. It is 
best to instruct the patient to keep absolute si- 
lence, and then allow him to use his voice nor- 
mally for one hour each day, increasing the 
period by hourly increments every three or four 
days if the larynx remains quiescent. It is also 
particularly desirable that useless coughing 
should be checked as much as possible during 
treatment. The advice to keep silent is difficult 
to follow, and it is rare to find a patient who 
is conscientious in this direction, particularly 
among the poorer classes. It is, therefore, neces- 
sary to assist the patient with further treat- 
ments. These may be classified under the fol- 
lowing headings: local applications (respirators, 
insuffiations, painting with caustics), cauteriza- 
tion, heliotherapy, external applications (blis- 
ters), injection of superior laryngeal nerve, and 
surgical methods. It must be remembered, how- 
ever, that silence and the galvanocautery are 
the two most important and effective methods 
of treatment. 


CANCER OF BUCCAL MUCOSA 


The results of treatment of carcinoma of the 
mouth by surgery and irradiation are compared » 
by Simmons**. In primary cases without clini- 
cal evidence of metastases, surgical treatment 
offers 40 per cent. chance of a five-year cure as 
against 8.5 per cent. by irradiation. In pri- 
mary cases with clinical evidence of metastases, 
irradiation offers no chance of permanent cure, 
and operative treatment 30 per cent. These 
figures are hardly fair, however, as only the 
most favorable cases were submitted to surgical 
treatment. On the other hand, no cases were 
cured by irradiation. Postoperative prophy- 
lactic roentgen treatment had no effect in pre- 
venting recurrence. Of the primary cases fatal 
because of recurrence, life was prolonged by 
treatment, but life is longer following surgical 
treatment than irradiation. In the recurrent 
cases in which death occurs because of disease 
and in inoperable cases, life is distinctly pro- 
longed by irradiation. 


BRONCHIAL CARCINOMA 


Concerning the clinical manifestations of pri- 
mary bronchial carcinoma Funk*® writes: 

**No set description can be given, since the 
clinical picture varies greatly, depending on the 
following factors: (1.) the location of the neo- 
plasm and the rapidity of its growth; (2.) the 
degree of bronchial obstruction produced; (3.) 
the presence of secondary infection and suppu- 
ration; (4.) the pressure on adjacent structures; 
(5.) the occurrence of pleural involvement, 
which is not infrequently associated with effu- 
sion; and, (6.) the influence of local and gen- 
eral metastases. These factors in varying com- _ 
binations produce many dissimilar clinical pic- 
tures, which may closely resemble other common 
and rare diseases of the respiratory tract. 

Among twenty patients coming to autopsy, 
death occurred within one year from the onset 
of the symptoms in eleven instances, and within 
one and a half years in all except three in- 
stances. Among some of the patients, and espe- 
cially among those given roentgen therapy, the 
duration has been much longer, one patient re- 
maining well after six years. This patient is 
an exception to the generally fatal outcome 
within a relatively short period of time. 

It is to be hoped, since early diagnosis has 
now become possible through the aid of the 
bronchoscopist and the pathologist, that the ad- 
vanees in thoracic surgery or the development 
of a more satisfactory cancer therapy may ren- 
der prognosis less unfavorable than it is at 
present.”’ 

Menne”® and his associates present a study of 
sixteen instances of primary bronchogenic car- 
cinoma with a correlation of the pathologic and 
clinical observations. They divide primary 


bronchogenic carcinomas into two distinctive 
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superfluous and unnecessary. It is pointed out 
that the cell type does not offer an exact means 
of differentiating the various forms of primary 
bronchogenic carcinoma. The initial site of pri- 
mary bronchogenic carcinoma may be found in 
any part of the bronchial lining or the sub- 
mucous glands but is most frequent in the pri- 
mary and secondary bronchi. Primary broncho- 
genie carcinoma probably never arises from the 
atrial lining cells. The symptomatology, physi- 
eal signs and roentgen observations can all be 
explained on the basis of the pathologic changes. 
In the author’s opinion there is a definite in- 
erease in the incidence of primary bronchogenic 
carcinoma. 

Fremont-Smith and collaborators™ collect 18 
eases of primary carcinoma of the lungs, stud- 
ied postmortem. They analyze the physical 
signs, roentgen ray interpretation, findings in 
the hospital and the anatomical findings. Their 
discussion of the diagnosis is conspicuous by its 
failure to mention the only positive early diag- 
nostic procedure—namely—bronchoscopy. 

Meyersburg*” reports a traumatic perforation 
due to a particle of glass, with the development 
of mediastinitis. Esophagoscopy revealed a 
deep abrasion of the mouth of the esophagus at 
the level of the cricopharyngitis; forceps ecar- 
ried through the abrasion released pus. An ex- 
ternal esophagotomy was done and the patient 
recovered. 


CARDIOSPASM——OPERATION—-RECOVERY 


Hiaggstrém® relates two cases of cardiospasm 
in which esophagogastrostomy brought about 
good results. The first case was that of a girl, 
aged 20, who at the age of 13 had been taken ill 
with diphtheria and who on the third day of 
illness developed difficulties in swallowing, 
symptoms that had subsequently persisted. A 
subdiaphragmatic esophagogastrostomy was per- 
formed. During the following twelve months 
the patient increased in weight by 15 Kg. and 
had no difficulty with swallowing; she could eat 
anything. Roentgen examination nine and four- 
teen days after the operation showed some re- 
tention of the opaque meal in the esophagus, but 
examination four years after the operation 
showed that the passage through the lower part 
of the esophagus and the cardia was about as 
wide as a lead pencil and had an ‘‘S’’-shaped 
course through the diaphragmatic vault. The 
esophagus was not dilated above the cardia. 
There was no retention of the meal taken. This 
case is of particular interest because it is the 
only case in which the dysphagia has appeared 
in direct connection with an attack of diph- 
theria. The second case was that of a man, aged 
30, who since childhood had had difficulty in 
getting food down the gullet. His difficulties 


agogastrostomy was performed and since then 
the patient has been free from difficulties in 
swallowing. Roentgen examination also shows 
the food passing down the stomach without dif- 
ficulty. Yet in this ease the prognosis must be 
considered fairly serious because of the ad- 
vanced stage of the patient’s pulmonary tuber- 
culosis. 
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MORTALITY RATES 


Telegraphic returns from 82 cities with a total 
population of 36,000,000 for the week ending Sep- 
tember 26, indicate a mortality rate of 9.8 as against 
a rate of 10.5 for the corresponding week of last 
year. The highest rate (20.1) appears for Knox- 
ville, Tenn., and the lowest (5.1) for Flint, Mich. 
The highest infant mortality rate (22.3) appears for 
Nashville, Tenn., and the lowest for Grand Rapids, 
Mich., and Yonkers, N. Y., which reported no in- 
fant mortality. 

The annual rate for 82 cities is 12.1 for the 39 
weeks of 1931, as against a rate of 12.0 for the cor- 
responding weeks of 1930.—Issued by the Depart- 
ment of Commerce. 


RADIUM AND BREAST CANCER 


Sir George L. Cheatle, consulting surgeon of Kings 
College Hospital, London, and the recipient of the 
Royal College of Surgeons’ award for research into 
the treatment of cancer, believes in the benefits to 
be secured by the use of radium in skin, tongue and 
certain other areas invaded by cancer. He does not, 
however, believe that breast cancer is favorably in- 
fluenced by radium. 

Sir Cheatle is scheduled to lecture before the Clinic 
of the Michael Reese Hospital this month. 


MASSACHUSETTS AGAIN 


Massachusetts continues to show the way in 
progressive legislation. She has supplemented her 
famous Briggs law, requiring that all persons 
charged with felony be referred to the State Depart- 
ment of Mental Diseases for examination, by two 
laws relating to youthful offenders. One of these 


laws requires that a thorough physical and men- 
tal examination of all delinquents between the ages 
of seven and seventeen be made before they are 
committed to a State training school. The other re- 
quires the making of a similar examination of 
truants and other school offenders before they are 
committed to a county training school. 

These laws do not impose any restriction upon 
the action of the court. They merely provide that 
before the court takes action it shall have the find- 
ings of capable examiners with reference to the child 
with whom it is dealing. But, as in the case of the 
Briggs law, there is no doubt that the new legisla- 
tion will again help Massachusetts make more effec- 
tive her treatment of social problems. Again she 
sets an example for other states to follow.—Mental 
Hygiene Bulletin. 


NURSES EMPLOYED IN INDUSTRIAL PLANTS 


Following the precedent established by the Ver- 
mont Marble Company in the employment of a nurse 
in 1895 to visit the homes and care for the sick em- 
ployed in this Company, this plan has been adopted 
to a large extent as shown by the study of Louise 
M. Tattershall who reports 2022 nurses in the field of 


industrial nursing. Of this number only nine per 


cent. were men. 

The functions of the industrial nurse cover 
emergencies in dealing with sick or injured work- 
men, instruction in the prevention of disease, and 
sanitary inspections. 

These nurses have established this service as an 
important responsibility of industrial organizations, 
but have in some instances created the distrust of 
physicians because of an invasion of the field of 
medical practice. Fortunately the over-zealous nurse 
is not so frequently discredited as observed in the 
early stages of this custom. 
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CASE RECORDS sion. For a few days he had had sore throat, 

of the slight cough and considerably more malaise, but 

MASSACHUSETTS GENERAL these symptoms never overshadowed his gastric 
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CASE 17421 


ABDOMINAL PAIN, HEMATEMESIS, AND 
HIGH NON-PROTEIN NITROGEN OF 
THE BLOOD 


MEDICAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. SvEN M. GuNDERSEN*: This patient was 
an Irish armature winder of fifty years who 
came into the hospital on February 16 complain- 
ing of pain in the abdomen of two years’ dura- 
tion. 

Two years before admission he began to have 
enawing epigastric pain coming on one to two 
hours after meals, relieved for an hour or so by 
taking food and for fifteen or twenty minutes by 
taking soda. About the same time he began to 
have oceasional attacks of vomiting, at first once 
or twice a week, gradually increasing in fre- 
quency. He had a good deal of gas on his stom- 
ach and nausea as well. He did fairly well on 
a bland diet with powders however, and had 
several remissions lasting two or three weeks 
when he had no pain at all, until six months be- 
fore admission. Then he found that the pain 
was not entirely relieved by powders or food. 
He was put on a more rigid diet and was given 
some pills in addition. The vomiting became 
more frequent. The changes in diet and medi- 
eation apparently did no good. Three montlis 
before admission the pain was still more fre- 
quent and severe and the attacks of vomiting oc- 
eurred about once a day. Three weeks before ad- 
mission he was vomiting after almost every meal 
and the pain was so severe that it interfered with 
his sleep. Two weeks before admission he was 
put on a diet of only milk, toast and eggs, but 
continued to vomit. The vomitus was not re- 
markable except for slight streaks of blood at 
times. It consisted only of food eaten at the pre- 
vious meal. There was never any frank hemat- 
emesis. 

In addition he was told by his own physician 
six months before entry that his urine was ab- 
normal; nothing more. He never noticed any 
real nephritic edema. He had nocturia once a 
night without any noticeable day frequency for 
a year before admission. For the three or four 
weeks before admission the nocturia had in- 
creased to five or six times. He had had occip- 
ital headaches for four months before admis- 


*Recently senior interne on the East Medical service. 


His past history was essentially negative ex- 
cept for typhoid fever at the age of twenty-two 
and at forty-two an injury involving the left 
eye, with partial loss of vision. He had lost 
forty to fifty pounds during the year before ad- 
mission. There was never any history of acute 
nephritis that we were able to elicit. 

Clinical examination revealed a man obviously 
sick, tlushed and rather listless. The left iris 
was deformed by the injury. There was opacity 
of the cornea on that side. Examination of the 
fundi revealed only slight signs of arterioscle- 
rosis, no exudate or hemorrhage. The dises were 
normal. The throat was merely red; there was 
no tonsillitis. The heart was distinctly enlarged 
to the left in the region of the ventricle, with a 
short systolic murmur at the apex. The blood 
pressure in the Outpatient Department was 
160/100 but immediately after admission to the 
ward it was 140/80. The abdomen was slightly 
tender in the right upper quadrant but not re- 
markably so. There was no edema. 

The admission urine showed a trace of albu- 
min, a gravity of 1.026, 50 to 60 red cells, 1 to 3 
granular casts. The blood count showed no 
anemia. The admission stool was brown but 
showed a very strongly positive guaiac, four 
plus. The first non-protein nitrogen was re- 
ported as 120 milligrams and the second, the day 
after entrance, 145. The first creatinin was 5.2 
milligrams, the CO. combining power 37.6 vol- 
umes per cent. 

He seemed to improve for the first few days. 
He did not vomit and had very little headache, 
but was rather apathetic and drowsy. We were 
not sure that he was able to complain of symp- 
toms he might well have had. The history of 
duodenal ulcer seemed rather definite, dating 
back several years. We treated him for uremia 
with a protein-free, salt-free diet, forced fluids 
and gave milk of magnesia for his bowels. That 
diet obviously consisted chiefly of fruit juice. He 
improved. There was never any water retention 
while he was in the ward. We thought the dif- 
ferential diagnosis rested between acute nephri- 
tis and an acute exacerbation of chronic nephri- 
tis. Some thought the latter was more likely, 
although there was no anemia. There were no 
eyeground changes, but there was definite car- 
diae enlargement. The blood pressure was ele- 
vated constantly after the first few days. 

On the twenty-second, six days after admis- 
sion, he seemed to be getting worse and was put 
on the danger list. On the twenty-third he was 
given intravenous sodium bicarbonate, 500 cubie 
centimeters of 2 per cent solution. The non- 
protein nitrogen was 165, the COz combining 
power down to 32.7 per cent. An hour after 
the sodium bicarbonate was given intravenously 
he had a severe shaking chill and an hour after 
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that vomited a kidney basin full of blood. The 
blood pressure still remained at 170/100 and the 
pulse was good at 110. At the same time we first 
noted a pericardial friction rub. All fluids were 
stopped by mouth temporarily and he was given 
morphia. During the night the blood pressure 
fell to 80/50 and the pulse to 105, but he was 
not transfused. Then he had one more hemat- 
emesis and passed several tarry stools. The 
blood pressure and pulse went up very satisfac- 
torily and we started to force fluids again. He 
seemed a little euphoric and dazed. The sounds 
of his heart were of good quality, and although 
a friction rub was heard at times, we thought it 
unlikely that he had a cardiac thrombosis. We 
thought it more probably was a fibrinous peri- 
carditis associated with uremia. 

On February 26 he started to have more brisk 
oozing of dark red blood from the rectum and 
the blood pressure temporarily came down to 125 
systolic but a few hours later went up to 190/92. 
He seemed rather stuporous and that day became 
incontinent of urine, so he was put on constant 
drainage. The idea then was that the bleeding 
was from the rectum, probably from uremic 
colitis or uremic enteritis. 

On the night of March 2, thirteen days: after 
admission, the blood pressure suddenly went 
down to 66 systolic and the pulse up to 130. By 
that time there was quite marked anemia, so we 
felt that he ought to be transfused, and he was. 
That was the first time fine fibrillary twitching 
of the extremities was noticed. He never had 
any frank convulsions. Two days before that he 
began to show signs in the right chest which at 
first were thought to be those of pneumothorax, 
but by March 2 they were obviously those of 
fluid. The chest was tapped and 100 cubic cen- 
timeters of turbid yellow fluid removed which 
clotted immediately on standing. He had a good 
reaction to the transfusion that day; the pulse 
went down and the blood pressure went up sat- 
isfactorily. But his clinical condition was not 
satisfactory. He became more stuporous. On 
_ March 2, fourteen days after admission, he had 
pulsus alternans and definite Cheyne-Stokes 
breathing. On March 4, sixteen days after ad- 
mission, he showed a palpable and audible 
pleural friction rub in the left chest in the an- 
terior axillary line. He was complaining of some 
pain there. On March 6 he had a pericardial 
friction rub again and had his first attack of 
paroxysmal dyspnea, lasting about an hour. 
That day the CO. combining power was down 
to 33.4 volumes per cent, so he was given more 
sodium bicarbonate intravenously with good gen- 
eral results. He was getting worse however and 
did not respond later to intravenous sodium bi- 
carbonate. He had air hunger. He lingered on 
and on, though we did not see how he could. He 
died suddenly on March 11, twenty-three days 
after admission. 

Dr. Georce W. Hotmes: The dullness on the 
right side is of course characteristic of fluid, but 


once in a while we get as dense a shadow as 
that from consolidation. With such a large 
amount of fluid if the patient had not been 
tapped we should expect the trachea and the 


mediastinal contents to be displaced. That ap- ~~ 


parently is not so. The trachea seems to be in 
the normal position and I should not think the 
heart was displaced. So that one would have 
to assume that if there was a large amount of 
fluid one would have to have collapse of the 
lung with it. We can get a similar picture, too, 
from malignant consolidation. On the left side 
it is normal. The outline of the diaphragm is 
quite distinct. The outline of the heart is a lit- 
tle large, but about normal. There is nothing in 
it to suggest fluid in the pericardium. 


CLINICAL DIscussION 


Dr. Wiuu1AM B. Breep: Of course with 
chronic nephritis and pending uremia, gastro-in- 
testinal symptoms are often rather prominent 
and we felt on the basis of the history that the 
question of differential diagnosis was in itself an 
interesting one. We were unable to study him 
any further with x-ray. We thought that he 
undoubtedly did have a peptic ulcer; but we 
thought because of the type of bleeding he had 
that he was probably not bleeding from his ulcer 
but from the mucous membranes of his entire 
gastro-intestinal tract, due to uremia. 

The question that Dr. Holmes brought up 
about collapse and fluid might be discussed in 
relation to the first findings on examination of 
the chest. We thought he had pneumothorax. I 
bring up the question whether he may not have 
had pneumothorax at that time, then have rather 
rapidly filled up with fluid, and then have had 
complete collapse of the lung and filling up with 
fluid. I think that will explain the physical find- 
ings perfectly well. Did he have a subpectoral, 
Dr. Gundersen ? 

Dr. GUNDERSEN: Yes. 

Dr. BREED: The question was brought up as 
to whether a subpectoral needle had been inserted 
between the ribs and punctured the pleura, fill- 
ing the pleural cavity with subpectoral fluid. It 
certainly was a distinct possibility with that 
particular clinical picture. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Chronic nephritis with acute exacerbation. 
Uremia. 

Fibrinous pericarditis. 

Pleurisy with effusion. 

Duodenal ulcer ? 


ANATOMIC DIAGNOSES 


Vascular nephritis. 

Hypertrophy of the heart. 

Fibrinous pericarditis. 

Hydrothorax. 

Collapse of the right lung. 

Petechial hemorrhages of the small and large 
intestines. 
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Island of aberrant pancreatic tissue in the 
wall of the duodenum. 


PATHOLOGIC DISCUSSION 


Dr. Tracy B. Mautory: We did not find any 
evidence of a needle. His right chest contained 
an enormous amount of fluid, between two and 
three liters, in spite of the repeated tappings he 
had had. The left chest was entirely negative. 
The ‘‘pleural’’ rub described I think was un- 
questionably a pericardial rub, since there was 
typical fibrinous pericarditis. The heart was 
very big and the rub might well have been felt 
pretty far out into the axilla. 

The only other important finding at autopsy 
was a marked degree of nephritis. The kidneys 
were normal in size. The capsules were adher- 
ent. They stripped off leaving a very granular 
surface which was quite pale. I thought on 
gross examination that it was a subacute glo- 
merular nephritis. In the sections, however, we 
find no evidence of that at all. It seems to be 
a purely vascular process. It is surprising if 
that is the case that hypertension was not more 
obvious in the hospital. He may have had much 
more before his heart began to fail. 

The heart weighed 700 grams. To produce 
that it is only reasonable to suppose that he 
must have had hypertension over a considerable 
period of time. 

We were not able to find any ulcer or definite 
scar of an ulcer in either the stomach or the 
duodenum. At the time of autopsy we felt a 
small indurated nodule in the wall of the duo- 
denum which we thought was probably the 
healed scar of a duodenal ulcer. On microscopic 
examination, however, we found it to be an 
island of aberrant pancreatic tissue embedded 
in the muscular wall of the duodenum. There 
were numerous petechial hemorrhages all 
through the gastric and a considerable portion 
of the intestinal mucosa. We found more of 
them in the small than in the large intestine, 
though it is the colon which usually shows 
changes in uremia. A number of cases have 
come to my attention in the past few years which 
have had pretty brisk hemoptysis when there 
was nothing found at autopsy to account for it 
but petechial hemorrhages in the gastric mucosa. 

Dr. BreeD: Was the gall bladder perfectly 
normal? I should like to explain his months and 
years of chronic indigestion on some other basis 
than chronic nephritis. 

Dr. Matuory: It was perfectly normal. The 
best guess that I can make on that is that he may 
have had a congested liver, although the history 
sounds peculiar for that. 

Dr. Houmes: Was the lung collapsed? 

Dr. Mautuory: The lung was totally collapsed 
on the right side. 

Dr. Breep: You did not find perforation in 
the pleura? 

Dr. Mauuory: No, we did not. We were not 
particularly looking for it. We might easily 
have missed one. 


CASE 17422 


A PUZZLING CASE OF ANEMIA IN A 
MAN OF SIXTY-THREE 
MepicaL DEPARTMENT 
PRESENTATION OF CASE 


Dr. JoHn W. Cass, Jr.*: This patient was a 
single white native American aged sixty-three, 
a watchman by occupation. He was admitted 
on June 1 and discharged June 10. His chief 
complaints were of pain in the back and progres- 
sive loss of weight and strength of six weeks’ 
duration. 

He had been perfectly well until six weeks 
before entry, when in performing his duties as 
a watchman he received a severe drenching in 
a rain storm. About twenty-four hours later 
he had little shooting pains through his chest 
and down his back. He went to bed with a 
severe upper respiratory infection and remained 
there for three weeks, running a low grade 
temperature he believed. The pains gradually 
decreased. His appetite however became pro- 
gressively poorer. He became very weak. After 
three weeks in bed these pains were completely 
gone, but on attempting to move about in bed 
he had severe dagger-like pains shooting down 
from both scapular regions to the small of his 
back, so severe that he could hardly move. A 
doctor was called, who sent him to the Emer- 
gency Ward. 

His father died at eighty of accident, his 
mother at sixty of pneumonia and heart trouble. 
He had one sister living and well. One sister 
and one brother died beyond middle age of heart 
disease. 

He had his left leg amputated above the knee 
following an accident at the age of eleven. He 
denied serious illness. His hearing had been 
poor for three or four years prior to admission. 
His teeth had been poor for many years. Fifteen 
years before admission he had a period of severe 
night sweats without hemoptysis or cough. His 
bowels were regular about twice a week. Dur- 
ing the past year he had had nocturia three 
to four times at night with occasional difficulty 
in starting and stopping the stream. He de- 
nied venereal disease by name and symptom. 

At admission his temperature was 99° by rec- 
tum, his pulse 80, his respirations 20. He was a 
well-nourished white male in no apparent dis- 
comfort, complaining of pain in the lower back. 
The skin was sallow and pale. The mucous 
membranes were pale. The teeth were foul. The 
gums showed marked pyorrhea. The pupils 
were unequal and irregular. They reacted to 
light and accommodation. The tongue was pale 
but not atrophic. The heart and lungs were neg- 
ative. The blood pressure was 160/90. The ab- 
domen was moderately distended. There was 
absence of normal liver dullness. No organs 
were felt. Rectal examination was hegative. 


*Recently senior interne on the West Medical service, 
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There was a midthigh amputation on the left. 
On the right the knee jerk was hyperactive and 
Babinski was positive. 

The urine showed a specific gravity of 1.015, 
no albumin, occasional red and white cells, no 
casts. The red blood cell count was 1,000,000 
to 1,590,000, the average hemoglobin 30 Tall- 
qvist. The white blood count ranged between 
10,000 and 11,000. There was a normal differen- 
tial count. The red cells showed marked aniso- 
cytosis and poikilocytosis. Numerous normoblasts 
were seen. The stools were negative. A Hin- 
ton test was negative. The non-protein nitrogen 
was 44. The bleeding time and the clotting time 
were normal. 

X-ray examination showed the heart and 
lungs normal. There were no metastases to the 
spine, the skull or the long bones. The dia- 
phragm on the right was high, sharply domed 
and slightly lobulated. 

The patient was very anemic, having a red 
blood count of about 2,000,000 in the Emer- 
gency Ward. Blood consultants differed. One 
gave the opinion that the picture was identical 
with that found in carcinomatosis. Another 
believed the case was pernicious anemia. The 
patient responded however only temporarily to 
liver and iron by mouth and to two transfu- 
sions. He soon failed. He took very little 
nourishment. He was given another transfu- 
sion to which he did not respond. He went 
steadily downhill and died ten days after ad- 
mission. 

CuinicaL Discussion 

Dr. GERALD BLAKE: It was a puzzle to us 
to explain the profound degree of anemia this 
man had. We could not put a finger on any 
definite pathologie findings on his examination. 
The question came up as to whether it was the 
terminal stage of primary anemia, but the lack 
of response to liver or transfusion ruled that 
out. He had a very profound secondary anemia 
for which we could find no cause. Our guess 
was that he had a hidden malignancy with 
metastasis, but where the original focus was 
and where the metastasis was we could not say. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Anemia, cause and type unknown. 
ANATOMIC DIAGNOSIS 
Carcinoma of the stomach (possibly originat- 
ing from a pancreatic rest) with metas- 
tases in the liver, the retroperitoneal 
lymph nodes and the bone marrow. 


PatTHoLoaic Discussion 

Dr. Joun I. Braptey: Interest was imme- 
diately aroused in this autopsy by the finding, 
when the abdominal cavity was opened, of nu- 
merous small yellowish-white nodules 2 to 4 
millimeters in diameter over the surface of the 
liver. Section showed numerous similar small 
nodules scattered throughout the liver. The 


retroperitoneal lymph nodes in the upper abdo- 


men were moderately enlarged, firm and white. 
They had the appearance of malignant involve- 
ment. A frozen section showed carcinoma. 
extensive search for its origin was made but no 
definite primary focus was found. The one pos- 
sibility was a small area of thickening in the 
central portion of the lesser curvature of the 
stomach. The mucosa over it however was in- 
tact and the lesion would not have attracted 
attention if one had not been making a careful 
search for a primary focus. 

Sections of the thickened area in the stomach 
show a diffuse scirrhous carcinoma in the mus- 
cularis and the serosa. The mucous membrane 
however is uninvolved. 

The bone marrow in the lumbar vertebrae was 
pinkish red; in the femur it was dark red and 
appeared hyperplastic. 

The sections from the enlarged retroperitoneal 
lymph nodes show a diffuse infiltration by tu- 
mor, a tumor made up of discrete round cells, 
occasionally multinucleated, without structural 
differentiation. 

The autopsy was performed nineteen hours 
after death and there are marked postmortem 
degenerative changes, particularly in the bone 


marrow, so that most of the cells in the sec- 


tions of the bone marrow first studied are al- 
most completely necrotic. In a few areas how- 
ever they are preserved. Where they can be 
identified they are large immature cells and a 
number of them show a definite large vacuole. 
A number of them are practically identical with 
the tumor cells in the lymph nodes. 

Additional sections of both the vertebral and 
sternal marrow show an extensive marked in- 
filtration by tumor cells resembling those in the 
stomach and showing in places a suggestion of 
imperfect gland formation. They also show a 
number of areas of hematopoiesis between the 
deposits of tumor cells. No areas of active 
blood formation can be made out. 

The liver is of further interest in that there 
are numerous normoblasts in the sinusoids. 

I feel that the evidence is strong enough to 
attribute the anemia to metastatic malignancy. 

Dr. Tracy B. MAuLory: Cases of cancer ap- 
parently primary in the stomach but without 
the almost invariable involvement of the mucous 
membrane are seen from time to time. This is 
the second one which we have had in this hos- 
pital in five years. A possible origin may be 
from pancreatic rests, as was suggested by Pfor- 
ringer*. He described a case of cancer of the 
stomach without involvement of the mucous 
membrane in which he was able to find foci of 
accessory pancreatic tissue in the pylorus and 
in the duodenum. He made the suggestion that 
the carcinoma had arisen from a third one, since 
these rests are frequently multiple. Although 
we have no positive evidence of such an origin 
in our ease it seems not improbable. 


*Pfdrringer, S., itrag zum Wachstum des Magencarcinoms. 
87. 
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MEDICINE AND CRIMINOLOGY 


At first thought it would not seem that the 
practice of medicine and the study of criminals 
have a particularly close relationship. In his 
monograph on ‘‘The Personality of Criminals’’*, 
Dr. A. Warren Stearns, Commissioner of Correc- 
tion for the Commonwealth of Massachusetts, 
shows very clearly that such a relationship does 
exist, and that the professions of medicine and 
criminology have many overlapping interests. 


In discussing the determinant factors of nor- 
mal conduct, Dr. Stearns emphasizes the value 
of early training. ‘‘Natural conduct,’’ he says, 
‘‘ig not normal conduct. Normal conduct is 
natural conduct conditioned to meet the exigen- 
cies of the situation in which we live.’’ ‘‘The 
tendency to conform to the ways and manners of 
associates perhaps furnishes the strongest single 
motive.’’ According to a long-established classi- 
fication, those individuals who do not conform 
to social requirements or necessities are ‘‘sick, 
poor, or bad’’. The medical profession has made 


By A. Warren Stearns, M.D. 
146 pages. 


*The Personality of Criminals. 
Published by The Beacon Press, Inc., Boston, Mass. 
Price $2.00. 


great progress in the care of the sick; as regards 
the poor, we now realize that a tremendous 
amount of poverty is due to physical and mental 
disease. It is gradually being understood that 
even in the case of the ‘‘bad’’, large numbers are 
suffering from diseases of mind and body. Strik- 
ing examples are given of cases in which a crip- 
pling injury, by depriving an individual of his 
customary work, has driven him to adopt crimi- 
nal ways of earning a living. With arterial, 
kidney or cardiac disease, individuals are un- 
able to pursue gainful occupations, and soon 
they become tramps or vagrants. 

Dr. Stearns believes that a large percentage 
of our criminal population has become criminal 
through situational or environmental influences, 
and not because of true mental abnormality. 
Yet in a study of 100 consecutive admissions to 
the Charlestown State Prison in which the crime 
was murder the author found that in thirty-four 
alcoholism, acute or chronic, was an important 
factor; in twenty, there was a well-marked de- 
parture from normal mental condition. 

Many of the prisoners in our jails have long 
records of previous convictions; often these be- 
gan in youth and the history of them should 
have served to show the ultimate end towards 
which the individual was heading. The keynote 
of success in diminishing crime, Stearns believes, 
is the intelligent use of the case history; this 
should give the hereditary, environmental, edu- 
cational and physical factors relating to the in- 
dividual. Police officers, to be deterrents of 
crime instead of mere instruments of punishment, 
must become, to some extent, social workers. The 
courts, in disposing of a criminal after he has 
been found guilty, should study the causes which 
lay behind his acts, and should send him to the 
institution best adapted to remedy the defects 
in his character. Dr. Stearns believes there is 
need for ‘‘clearing houses’’ where prisoners may 
be sent prior to sentence in order to undergo 
thorough study. The knowledge gained in this 
way will be of assistance to the judge in deter- 
mining what disposition should be made of the 
prisoner. Comparatively large numbers of per- 
sons are now sent to penal institutions who 
should go to hospitals. 

One need not read far in Dr. Stearns’ book to 
appreciate how closely criminology is connected 
with medicine. The whole problem of crime is, 
in a large sense, a problem of disease—of disease 
not alone in the individual, but in society. As 
Dr. Stearns points out, the remedy consists first 
in diagnosis, in a study of causes. The indica- 
tions for future endeavor are: ‘‘first, renewed 
and increased efforts in character building, and 
in protecting the handicapped, especially dur- 
ing childhood ; second, the modification of social 
custom in so far as it has to do with the care of 
the criminal; third, vigorous study of the sub- 
ject from all angles, with an abiding faith that 
science and scientific methods once applied to 
this field, will ultimately show us the way’’. 
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THE TRIBUTE TO DR. WALTER 
BRADFORD CANNON 


It is with pleasure that the Journal is privi- 
leged to record the exercises which the intimate 
friends of Dr. Walter B. Cannon have arranged 
in his honor*. This brief compilation of his ac- 
complishments and the wide range of degrees 
conferred upon him indicate the appreciation of 
the scientific world of the importance of his con- 
tributions to the solution of the mysteries of 
animal life. 

One outstanding feature of Dr. Cannon’s life 
has been the quality and breadth of his rela- 
tions with those who are included in the circle 
of his intimate friends. 

The City of Boston and Harvard University 
will always take pride in having been able to 
provide the facilities which have been adjuncts 
to his mental and physical endowments and 
which together have enabled him to take a com- 
manding position in the scientific world. 

The detailed accounts of the celebration which 
will be published in the lay press and scientific 
journals will be read with pleasure all over the 
world. 

The New England Journal of Medicine ex- 
tends its warmest felicitations to Dr. Cannon 
with the hope that his activities may be contin- 
uous through many years. 


-*Page 779. 


A SOCIETY WHICH MERITS THE SUP- 
PORT OF THE MEDICAL PROFESSION 


On October 22, inst. the Massachusetts Medi- 
cal Benevolent Society will hold its annual meet- 
ing. Dr. Robert M. Green will give a short 
history of this organization. Dr. Roger I. Lee 
will define its benevolent activities. Dr. George 
G. Sears, who has served as president in recent 
years, and Dr. Hilbert F. Day, Secretary, will 
also speak. The charitable features of the ac- 
tivities of this Society have been carried on so 
unostentatiously that few have learned of the 
help rendered to those doctors and members 
of doctors’ families who have suffered reverses. 

Until very recently Dr. William L. Richard- 
son, with the cooperation of the other officers, 
has attended to the details of meeting the needs 
of those for whom the Society was created. 

It would be well for all who have the well- 
being of disabled doctors at heart to become in- 
formed of the history of the Society and take on 
membership obligations. 

A few years ago efforts were made to interest 
the profession in a national movement to provide 
a home for infirm doctors or their dependents 
which developed some interest in Massachusetts, 
but study of conditions here seemed to indicate 
that more support for the Medical Benevolent 
Society would enable it to meet the needs of 
those eligible for consideration who are unable 


to care for themselves. Rather than to follow 
the suggestion of sending these unfortunate 
people away from home it is probably much 
more humane to provide for them necessities 
and even some luxuries in their homes or among 
lifelong friends. 

The medical profession is proverbially gener- 
ous in the service rendered to humanity and is 
equally so in material assistance to its fellows. 
That sufficient funds are not available for the 
broadest generosity is because many are not 
cognizant of the opportunities for this exhibi- 
tion of brotherly concern. 

To those of our readers who are not members 
6f the Massachusetts Medical Benevolent So- 
ciety we suggest making application to the Sec- 
retary for inclusion in its roster. 


THIS WEEK’S ISSUE 


ConTaIns articles by the following named au- 
thors: 


Putnam, Tracy J. A.B., M.D. Harvard Uni- 
versity Medical School 1920. Associate in 
Neurosurgery and Assistant Visiting Physician 
for Neurology, Boston City Hospital. Ad- 
dress: 918 Medical Building, Boston City Hos- 
pital, Boston. Associated with him is: 

Munro, Donatp. A.B,, M.D. Harvard Uni- 
versity Medical School 1916. F.A.C.S. Visit- 
ing Surgeon for Neurosurgery, Boston City Hos- 
pital, in charge of the Department of Neuro- 
surgery. Address: 918 Medical Building, Bos- 
ton City Hospital, Boston. Their subject is 
‘‘Myelotomy in the Treatment of Syringo- 
myelia.’’ Page 747. 


Mintz, E. Ross. M.D. Université de Paris 
1928. Resident Surgeon, Massachusetts Gen- 
eral Hospital in the Urological Service. His 
subject is ‘‘Sarcoma of the Bladder in Children, 
with Report of a Case.’’ Page 756. Address: 
Massachusetts General Hospital, Boston. 


MENARD, O. J. B.S., M.D. Jefferson Medical 
School 1926. Assistant in Medicine, Lahey 
Clinic. Address: 605 Commonwealth Avenue, 
Boston. Associated with him is: 

HurxtTuHau, L. M. M.D. Harvard University 
Medical School 1923. Physician, Lahey Clinic. 
Address: 605 Commonwealth Avenue, Boston. 
Their subject is ‘‘Results of the Use of Stramo- 
nium Datura in Parkinson’s Disease and Post- 
encephalitic Parkinsonism.’’ Page 759. 

LeRoy A. M.D. Jefferson Medical 
College 1917. F.A.C.S. Instructor in Laryngol- 
ogy, Harvard Medical School, Courses for Grad- 
uates. Assistant Examiner, American Board of 
Otolaryngology. Associate Surgeon, Massachu- 
setts Eye and Ear Infirmary and Massachusetts 
General Hospital. Assistant Otolaryngologist, 
Robert B. Brigham and Newton Hospitals. 
Visiting Surgeon, New England Peabody Home 
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for Crippled Children. Consulting Otolaryngol- 
ogist, U. S. Marine Hospital No. 2. His sub- 
ject is ‘Progress in Laryngology.’’ Page 763. 
Address:' 270 Commonwealth Avenue, Boston. 


— 


WALTER BRADFORD CANNON, M.D. 


Grorce HiaGinson ProFessor oF PuHysioLocy 
September 27, 1906—September 28, 1931 


WALTER BRADFORD CANNON, M.D. 


i” celebration of Dr. Cannon’s twenty-five 

years as Professor in Harvard University, 

the afternoon and evening of October 15, 1931 

have been set aside for exercises befitting the 

occasion. 
PROGRAM 

Amphitheatre, Building C, Harvard Medical 
School, 4 P. M., Dr. Edsall presiding. 

Dr. Walter C. Alvarez, The Mayo Clinic, Roches- 
ter, Minn. ‘‘Influence of Dr. Cannon’s 
Work Upon Medical Thought and Prog- 
ress.’’ 

Dr. William H. Howell, Johns Hopkins School 
of Hygiene. ‘‘The Development of Physi- 
ology During the Past Twenty-five Years 
and Dr. Cannon’s Influence Upon It.’’ 


Dinner, Vanderbilt Hall Gymnasium, 7.30 P. M. 
President Lowell presiding 


Dr. Graham Lusk, Professor of Physiology, 
School of Medicine, Cornell University. 
‘‘The Life of a Professor.’’ 


Presentation to the Medical School of the por- 
trait of Dr. Cannon. 


Henry A. Curistian, Chairman, 
Harvey CusHIne, 

ALEXANDER FOorBEs, 

ALFRED C. REDFIELD, 

Ceci, K. Drinker. 


Doctor CANNON has had an uninterrupted as- 
sociation with Harvard University through his 
undergraduate years, as a medical student and 
as a member of the staff. Rising from rank to 
rank he became George Higginson Professor of 
Physiology in September 1906, the time at which 
the School occupied the present buildings. He 
succeeded the late Doctor Henry P. Bowditch, 
whose guidance had been fruitful in his early 
years of research. 

Doctor Cannon’s studies in Physiology fall 
into two chief groups. From their inception, 
before his graduation in Medicine, down to about 
1910 they were directed chiefly to the motor 
reactions of the alimentary tract. He was a 
pioneer in the employment of the x-ray and bis- 
muth salts for such observations. His findings 
are embodied in the important book, ‘‘Mechani- 
eal Factors of Digestion’? (1911). A little 
later he reverted to these matters and demon- 
strated the physical basis of the sensation of 
hunger (1912). 

The second period began about 1911 as a re- 
sult of his deliberate decision to enter a new 
field. With the conviction that his own develop- 
ment required an extension of interests, he 
turned away from problems of gastro-intestinal 
physiology which still challenged his ingenuity. 
For twenty years he has investigated the rdle 
of the autonomic system and the closely allied 
endocrine tissues, preéminently the adrenal 
medulla. Facts were early accumulated which 
encouraged the generalization that the sympa- 
thetic, reinforced by adrenal secretion, confers 
on an animal the utmost command of its re-- 
sources. This thesis—the ‘‘Emergency The- 
ory’’—is central in the book. ‘‘Bodily Changes 
in Pain, Hunger, Fear and Rage’’ (1915, 1929). 
The volume is at once scientific and engrossing 
for the general reader. 

The long series of researches in this province 
was intermitted in 1917-19 when Doctor Cannon 
was in service in France and England. In the 
hospitals he gave his best energies to discover 
the conditions underlying surgical shock. He 
tested his inferences by animal experimentation. 
He was able to make a substantial contribution 
to the control of this baffling and hazardous 
state and thus to the conservation of human 
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life. He delivered the Croonian Lecture of 1918] stretch every nerve and press with vigor on.’’ 


on the subject of ‘‘Thirst’’, citing interesting 
experiments of his own. From time to time he 
has written effectively in defense of the rights 
of the investigator. His analysis of the mani- 
festations of emotion has brought him into 
stimulating discussions with the psychologists. 
A recent interest has been the subject of Homeo- 
stasis, the maintenance in the body of ‘‘steady 
states’’ in the face of influences tending to dis- 
turb them. Other studies have dealt with the 
denervated heart, with insulin, and with thermo- 
genesis. 

Most of Doctor Cannon’s experimental studies 
are published in the American Journal of Physi- 
ology. It is impressive to find his name asso- 
ciated with seventy-two articles in this periodi- 
eal. Of twenty-four he is the sole author; in 
the others the number of his collaborators is 
forty-three. Many whose papers appear under 
their own names are quite as definitely pursu- 
ing courses projected by him. They have come 
to his laboratory from all quarters of the globe 
and have returned stimulated to worthy pro- 
duction. ‘‘Their line—his line—is gone out into 
all lands.’’ 

He has always at hand suggestions for poten- 
tial investigations. The student who has been 
questioning whether any fresh problems remain 
to be attacked comes away from an interview 
with his chief fully convinced that they abound. 
Often the observations recommended are sim- 
ple in their nature and call for no elaborate 
technique. Doctor Cannon’s genius has made it 
possible for him to find, even at this late day, 
work of the elementary type which the physi- 
-ologists of a century ago had ready to hand. 
One recalls, for example, his use of the stetho- 
seope to detect gastric and intestinal rhythms 
within his own body. At the same time he is a 
most accomplished surgeon. Witness his extra- 
ordinary feat of complete sympathectomy with 
survival of the animal. 

He is a lecturer of rare charm. Oliver Wen- 
dell Holmes was once Professor of Physiology 
as well as of Anatomy at Harvard and there 
is ground for the claim that his mantle has 
fallen on his suecessor—one of his mantles, let 
us say, since Doctor F. T. Lewis appears to be 
the wearer of another. The writer has often 
said that Doctor Cannon should have a faithful 
Boswell to record his spontaneous and delight- 
ful sayings. ‘‘To claim that motor impulses 
originate in the traditional motor cortex is like 
asserting that all the passengers in an outbound 
train were born in the terminal station.’’ ‘‘Con- 
sciousness, our power to sit up and take notice”’ 
—does this not balance the scales judicially be- 
tween Behaviorism (sitting up) and Idealism 
(taking notice)? To a class beginning work in 
the laboratory: ‘‘This is not the place to adopt 
the injunctions of the hymn, ‘‘ Awake, my soul, 


Every year a fresh notebook might be filled 
with such quotations. 

Doctor Cannon is known to a wide circle as 
a leader in Physiology, distinguished equally 
for the range of his scientific imagination and 
for the scientific conscience which insists on the 
most rigorous testing of each induction. He is 
recognized as a skilled experimenter, a writer 
and speaker of clarity and grace. To a smaller 
but still numerous group, privileged to come into 
personal contact with him, he is all this and 
more. We know his tolerance, patience, tact and 
ready sympathy. 

Some years ago a great gathering of men in- 
terested in electricity, to honor one who has 
much in common with Doctor Cannon, bestowed 
on him the novel degree of E.M.F. In view of 
the translation then announced one feels that we 
have now another candidate for the high distince- 
tion of being Every Man’s Friend. 


DEGREES CONFERRED UPON 
WALTER BRADFORD CANNON 


Bachelor of Arts, Harvard University, 1896. 

Master of Arts, Harvard University, 1897. 

Doctor of Medicine, Harvard University, 1906. 

Doctor of Science, Yale University, 1923. 

Doctor of Laws, Wittenberg College, 1927. 

Doctor of Laws, Boston University, 1929. 

Doctor, honoris causa, University of Liége, 19390. 

Doctor, honoris causa, University of Strasbourg, 1930. 

Instructor in Zodlogy, Harvard University, 1899-1900. 

Instructor in Physiology, Harvard University, 
1900-1902. 

Assistant Professor of Physiology, Harvard Univer- 
sity, 1902-1906. : 

George Higginson Professor of Physiology, Harvard 
University, 1906- 

Acting Dean, Harvard Medical School, September 
1926-March 1927. 

Exchange Professor, University of Paris, Second-half 
year, 1929-1930. 


SOCIETIES, COMMITTEES AND CLUBS IN WHICH 
DR. CANNON HOLDS MEMBERSHIP 


Phi Beta Kappa, 1895. 
Fellow, American Association for the Advancement 
of Science, 1904. 
American Physiological Society, 
Treasurer, 1905-1912. 
President, 1914-1916. 
Society for Experimental Biology and Medicine, 1904. 
Phi Rho Sigma, 1905. 
Alpha Omega Alpha, 1906. 
American Academy of Arts and Sciences, 1906. 
Vice-President, Class II, 1931. 
Boston Society of Medical Sciences, 
President, 1908. 
Massachusetts Medical Society, 1904. 
American Medical Association, 1905; Fellow since 


Member of Council on Health and Public In- 
struction, 1911-1922. 
Chairman, Committee for the Protection of 
Medical Research, 1908-1925. 
American Gastroenterological Association, 1907. 
President, 1910-1912. 
Honorary Member, 1926. 
American Philosophical Society, 1908. 


1913. 
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Harvey Society, New York City, Honorary Member, 
1911. 


American Psychological Association, 1912. 
Associate Member, 1925. 

Consulting Physiologist, Peter Bent Brigham Hos- 
pital, 1912. 

Chairman, Commission on Electric Shock, National 
Electric Light Association, American Insti- 
tute of Electrical Engineers and The Amer- 
ican Medical Association, 1912-1913. 

Harvard Club of Boston, 1912. 

American Roentgen Ray Society, Honorary Member, 


913. 
Consulting Physiologist, Boston Children’s Hos- 
pital, 1914 
Chairman, Commission on Resuscitation from Mine 
Gases, U. S. Bureau of Mines, 1914. 
National Academy of Sciences, 1914. 
Chairman, Division of Physiology and Path- 
ology, 1925-1928. 
Member of Council, 1928-1931, 1931- 
New York Roentgen Ray Society, Honorary Mem- 
ber, 1914. 
Association of American Physicians, 1914. 
Trustee, Elizabeth Thompson Science Fund, 1915. 
Secretary, 1916-1922. 
Société de Biologie, Paris, Corresponding Member, 
1919. 


Corporation and Board of Directors, Robert B. Brig- 
ham Hospital for Incurables, 1921-1924. 

Charter Member, Association for the Study of Inter- 
nal Secretion, 1921. 

President, 1921-1922. 

Committee for Research in Problems of Sex, Na- 
tional Research Council, 1921. 

Vice-President and Chairman of Executive Commit- 
tee, Ella Sachs Plotz Foundation, 1921. One 
of original members. 

Reale Accademia della Scienze, 
sponding Member, 1921. 

Sociedad de Biologia, Buenos Aires, Honorary Mem- 
ber, 1922 

Chairman, Committee on Pernicious Anemia, Har- 
vard University, 1927-1929. 

Commission on Epilepsy, Harvard University, 1928. 

Société Belge de Giologie, Brussels, Associate Mem- 


Bologna, Corre- 


ber, 1929. 
Société de Psychologie, Paris, Associate Member, 
1930 


Royal Society, Edinburgh, Foreign Honorary Fel- 
low, 0. 

American Psychopathological Honorary 
Member, 1931. 


DR. CANNON’S POSITIONS AS LECTURER 
INCLUDE THE FOLLOWING: 


Wesley Carpenter Lecturer, New York Academy of 
Medicine, 1914 and 1923. 

Croonian Lecturer, Royal Society, London, 1918. 

First Lecturer, Wisconsin Alumni Research Founda- 
tion, 1929. 


HIS WAR SERVICE IS AS FOLLOWS: 


Commissions 
First Lieutenant, April 21, 1917. 
Captain, August 11, 1917. 
Major, February 10, 1918. 
Lieutenant-Colonel, October 23, 1918. 

April 21, 1917—June 23, 1917, Director of the Labora: 
tory, U. S. Base Hospital No. 5, in British 
Service at Camiers, France. 

June 23, 1917—October 23, 1917, at No. 33 Casualty 
Clearing Station, Bethune, France; collab- 
orating with Captain John Fraser, Captain 
E. M. Cowell, and Captain A. N. Hooper in 
studies of shock and hemorrhage. 


August, 1917, Member of the English Committee on 
Shock, formed by Professor W. M. Bayliss. 
October 23, 1917—February 15, 1918, Physiological 
Laboratory, University College, London; 
continuing, with the help of Professor Bay- 
liss, experiments on the nature of wound 
shock and the effect of cold on blood pres- 


sure. 

1917-1918, Chairman, Red Cross Medical Research So- 

ciety, Paris. 

February 15, 1918—April 1, 1918, Interallied Confer- 
ence on Gas Warfare, Paris. 

April 1, 1918—December 25, 1918, In charge of a 
laboratory for surgical research, established 
by General J. H. T. Finney, at the Central 
Medical Department Laboratory, Dijon, 
France. During this period, President of 
the Anglo-American Medical Society. 


DECORATIONS 


Companion of the Bath, England, 1919. Conferred 
for “meritorious services for the allied 
cause”, 

Distinguished Service Medal, U. S. A., 1922. 


THE BOSTON MEDICAL LIBRARY 


FRANCOIS RABELAIS 
1483-1553 


As a ‘‘struggle between erudition and medi- 
eine’ Anatole France describes the later years 
of Rabelais’ career. Such has doubtless been 
the case in the life of many a man, who for 
one reason or another has found the paths of 
science and the humanities of almost equal at- 
tractiveness. The many years that Rabelais 
spent in monastic seclusion in the study of 
philosophy, theology, the mathematical sciences, 
law, music and the arts, sharpened to a keen 
edge the intellect which an awakened interest 
in literature and the new science was soon to 
find a worthy champion. It was probably bet- 
ter for the world of letters that in the end erudi- 
tion won, rather than that medicine should have 
claimed him for her own. 

Francois Rabelais was born in Chinon in the 
Province of Touraine, France, in 1483. If this 
was so, it was the same year that Luther and 
Raphael first saw the light. The town is a very 
ancient one and some one of its citizens, because 
Gregory of Tours called it Caino, believed it to 
have been founded by Cain, the first builder of 
cities. However this may be, the Province has 
been the birthplace of some of the most dis- 
tinguished Frenchmen; Richelieu, France’s 
greatest statesman, Descartes, her most distin- 
guished philosopher, Balzac, her greatest novel- 
ist, and André Duchesne, one of her outstand- 
ing scholars. Rabelais’ father, said to have been 
an apothecary, owned an estate, probably a vine- 
yard, called Le Deviniére, on the edge of the 
town. There were five sons and no daughters 
but Rabelais himself has little to say of his 
family, probably because he was sent away so 
early to the life of the cloister, and it was not 
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until after he was forty years old, when he 
first began to write, that he makes any refer- 
ence to his childhood, his father, or to the beauty 
of the environs of Chinon. It was only for 
nine years that he lived here before he was sent 
to a convent at Seuilly. Chronologically this 
occurred just as the Renaissance was getting 
under way, but little of its spirit had sifted 
through to the convent where he was first im- 
mured. How long he remained here is not known 
but he next appears to have been transferred 
to La Baumette, near Angers. Somewhat the 
same traditions of royalty and majesty sur- 
rounded this place as characterized Chinon and 
it appears that here his education first really 
began. The printing press was at work in Paris, 
Budi was teaching Greek, and a French edition 
of the Bible was being produced by d’Etaples. 
It was the calm before the storm which was to 
come when the spirit of the search for truth 
was to take possession of the world. Why 
Rabelais, who up to this time, had had no choice 
as to his life’s work, should have elected to have 
become a Franciscan Friar, than whom there 
were none who looked with more suspicion upon 
education, is not apparent, but that is what he 
did and he joined the above order at Fontenay- 
le-Comte, in Poitou. Here he made friends both 
within and without the monastery and had 
access to books, until they were, for a time, 
taken away from him and he was severely dis- 
ciplined for having ventured to indulge his 
thirst for knowledge. This occurred in 1523; 
in 1524 he took ‘‘French leave’’ of the mon- 
astery where he had progressed by the usual 
stages to the order of the Priesthood. He was 
in his forty-first year and had been under mo- 
nastic discipline for thirty years. The succeed- 
ing six years were spent in freedom, getting that 
experience of life that most men get from twen- 
ty-five to forty. His studies during this time 
seem to have been largely along botanical and 
medical lines. At the end of this period, in 1530, 
he determined to study medicine and enrolled 
himself at Montpellier on the seventeenth of 
September of that year. 

For the ordinary matriculant in medicine at 
Montpellier at the time, after passing his en- 
trance examinations in logic and philosophy, 
there were three years of lectures which he must 
attend, leading up to the Bachelor’s degree, 
if he passed his tests; three months later an 
application for license to practice would be en- 
tertained but before this was granted four 
theses had to be presented. If satisfac- 
tory the license was issued with the utmost 
formality but the Doctor’s degree could 
only be obtained by passing a much more rigid 
test in six subjects, lasting for three days. 
On receiving a two-thirds vote of the Faculty 
the candidate was most formally invested with 
his title, accompanied by the ringing of bells, 


playing of bands and the delivery of Latin ora- 
ions. 

In the case of Rabelais all this was set aside 
and he was given his Bachelor’s degree after 
two months of residence, and began immediately 
to lecture on the Aphorisms of Hippocrates. In 
1532 he left, not to return until 1537, when he 
obtained his Doctor’s degree and lectured in 
Greek on the Prognostics of Hippocrates. Sub- 
sequent to this he spent some time in attendance 
upon Hospital work in Lyons but was thrown 
more and more into the society of literary people 
and wrote very little upon the serious subjects 
in medicine thereafter. At the beginning of 
1552 he became physician to the Hétel Dieu at 
a salary of 40 livres per year. He made public 
dissections at the Hospital and attended to its 
patients. He sought out Sebastian Gryphius, 
the noted printer of Lyons, absenting himself 
from the Hétel Dieu without leave. He was 
immediately replaced for this offense. In order 
to live he turned to writing and in collaboration 
with the famous printer, renowned for the 
beauty of his Greek and Latin texts, he pub- 
lished in 1532 the Epistolae Medicinales Man- 
ardi and the Aphorisms of Hippocrates. He 
also published a few minor works, collections 
of predictions, vulgar stories, maxims and al- 
manacs for the common people, and in 1552 he 
produced ‘‘The Great and Inestimable Chroni- 
cles of Gargantua.’’ As a sequel, encouraged 
by the success of the chronicles, he added his 
Pantagruel and a revamped Gargantua. It is 
in these works that the real Rabelais expressed 
himself, and as Arthur Tilley says of him, ‘‘he 
is the embodiment not only of the early French 
Renaissance, but of the whole Renaissance in its 
earlier and fresher manifestations, in its devo- 
tion to humanism, in its restless and many sided 
curiosity, in its robust enthusiasm, in its belief 
in the future of the human race’’. 


MISCELLANY 


A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC 
EDUCATION OF THE MASSACHUSETTS MEDI- 
CAL SOCIETY FOR THE DEPARTMENT OF 
PUBLIC HEALTH 


NERVES* 


There are certain diseases which are dreaded by 
everyone, largely because they threaten life—such 
diseases as tuberculosis, cancer, heart disease, pneu- 
monia, etc. Contrasted with these are diseases 
whose main and outstanding threat is to happiness 
and efficiency, since life itself is not shortened or 
threatened by them. These diseases are lumped 
together in the lay mind under the term “nervous- 
ness”, which, like many another widespread term, 
itself implies that here are nervous and mental dis- 


*Broadcast September 24, 1931, Station WBZA—5:17 P. M. 
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orders in which no alteration can be found in any 
part of the nervous system. In this particular, 
these conditions differ from such diseases as loco- 
motor ataxia, cerebral hemorrhage and tumor of 
the brain, because there are marked changes in the 
structure of the nervous system in the latter 
troubles. One might compare the psychoneuroses to 
a watch which needed oiling or cleaning, or merely 
a winding up, as against one in which a vital part 
was broken. 

These psychoneuroses are divided by physicians 
into three kinds—neurasthenia, psychasthenia, and 
hysteria. I am going to discuss only the first of 
these, neurasthenia, because this is the most com- 
mon and the least difficult to understand of the 
three. It may be stated that fundamentally neu- 
rasthenia is marked by an increased liability to 
fatigue. The tired feeling that comes on with a 
minimum of exertion, worse on arising than going to 
bed, is its distinguishing mark. Sleep, which should 
remove the fatigue of the day, does not; the victim 
takes half of his day to “get going”; and at night, 
when he should have the delicious drowsiness of 
bedtime, he is wide-awake and disinclined to go to 
bed or sleep. This fatigue enters into all functions 
of the mind and body. Fatigue of mind brings 
about lack of concentration, an inattention, and 
this brings about an inefficiency that worries the pa- 
tient beyond words as portending a mental break- 
down. Fatigue of purpose brings a listlessness of 
effort, a shirking of the strenuous, the more dis- 
tressing because the victim is often enough an 
idealist with over-lofty purposes. Fatigue of mood 
is marked by depression of a mild kind, a liability 
to worry, a lack of enthusiasm for those one lives 
with or for the things formerly held dearest. And, 
finally, the fatigue is often marked by a lack of con- 
trol over the emotional expression so that anger 
blazes forth more easily over trifles, and the tears 
come upon even a slight vexation. To be neu- 
rasthenic is to magnify the pins and pricks of life in- 
to calamities, and to be the victim of an abnormal 
state that is neither health nor disease. 

In addition to this central group of symptoms are 
first, pains and aches of all kinds, which are really 
more’ often disagreeable feelings than true pains; 
second, changes in the appetite and in the condition 
of the bowels; third, insomnia or disturbed, restless 
slumber. We look to the bed as a refuge from our 
troubles, as a sanctuary wherein is rebuilded our 
strength. We may link work and sleep as the two 
complementary functions necessary for happiness. 
If sleep is disturbed, so is work, and with that our 
purposes are threatened. So disturbed sleep has not 
only its bodily effects, but has marked results in the 
effect on happiness. 

Fundamental in the symptoms of neurasthenia is 
fear. This fear takes two main forms: First, the 


worry over the life situation in general, fear which 
extends to all the comings, goings, and doings of 
life, a form of fear-thought which is both a cause of 
neurasthenia and a symptom; and, second, a spe- 


cial form of worry called hypochondriacism which 
essentially is fear about one’s own health. The 
hypochondriac magnifies every flutter of his heart 
into heart disease, every stitch in his side into 
pleurisy, every cough into tuberculosis, every pain 
in the abdomen into cancer of the stomach, and 
every headache into the possibility of brain tumor 
or insanity. 

Such are a few of the main symptoms of neu- 
rasthenia. It may range from mere fatigue, pain, 
and insomnia to a profound loss of energy, with 
fear, anxiety, and almost complete prostration. 

We may discuss as causative of this condition 
certain fundamental situations. We must start with 
the statement that mind and body are one, that 
what happens to one physically may change the 
whole trend of thinking, feeling, and acting, and 
what happens to one mentally, either as an idea or 
emotion, may change the workings of the body, dis- 
turbing sleep, digestion, and the codérdinated action 
of the great organs of the body. All mankind knows 
this in the sense that all language crystallizes these 
beliefs, but it is rarely taken into account either 
by medical men or the laity. 

Thus we may establish as causative of this state 
certain physical situations. It may follow exhaust- 
ing illness, surgical operation, difficult childbirth, 
and any situation which drains the energy and re- 
sources of the organism. Such conditions are com- 
mon after influenza, pneumonia, and after those sur- 
gical operations where the patient is allowed too 
quickly to get back to his duties. One of the crying 
needs of every community is an institution where 
people may rest after an exhausting illness. 

Just as surely as physical situations may cause 
neurasthenia, psychasthenia, or hysteria, so mental 
situations may cause them, and, in fact, are undoubt- 
edly more important in the majority of cases in 
their genesis. There are situations in which fear 
arises as a sudden and overpowering emotion, such 
as on the battlefield or in the perilous places in indus- 
try or on the streets of the cities, and occasionally 
even in the safest and coziest nook of the home. 
The traumatic neurosis, so-called, has its origin, at 
least in part, in the deénergizing result of fear, 
and in the persistence of the emotion for many and 
many a day to come. For fear may act as a most 
potent drug, and its physical effects range from the 
cold chill, the rapid heart, the sharp, painful respira- 
tion, and the all-gone feeling in the abdomen, to the 
most complete unconsciousness. Indeed, all emo- 
tions are as much physical as mental, and he is a 
shallow thinker and a poor physician who dismisses 
the emotional state of the patient as unworthy his 
most careful and detailed attention. 

But in addition to these sudden overpowering emo- 
tional states, there are more constant mental situa- | 
tions of a disagreeable kind. Whether there is a 
subconsciousness or not, this can be affirmed—that 
every human being is a pot boiling with desires, 
passions, lusts, wishes, purposes, ideas, and emo- 
tions, some of which he clearly recognizes and clear- 


| 

| 

| 


784 


EDITORIAL DEPART-{ENT 


N. B. J. of M. 
October 15, 1931 


ly admits, and some of which he does not clearly 
recognize and which he would deny. These desires, 
passions, purposes, etc., are not in harmony one with 
another; they are often irreconcilable, and one has 
to be smothered for the sake of the other. Thus, 
a sex feeling that is not legitimate, an illicit forbid- 
den love has to be conquered for the sake of the 
purpose to be religious or good, or the desire to be 
respected. So one may struggle against a hatred 
for a person whom one should love—-a husband, a 
wife, an invalid parent, or child whose care is a 
burden—and one refuses to recognize that there is 
such a struggle. So one may seek to suppress jeal- 
ousy, envy of the nearest and dearest; soul-stirring, 
forbidden passions; secret revolt against morality 
-and law which may (and often does) rage in the 
most puritanical breast. 

In the theory of the subconscious these undesired 
thoughts, feelings, passions, wishes, are repressed 
and pushed into the innermost recesses of the be- 
ing, out of the light of the conscious personality, 
but nevertheless, acting on the personality, distort- 
ing it, wearying it. 

However this may be, there is struggle, conflict 
in every human breast, and especially difficult and 
undecided struggles in the case of the psycho- 
neurotic. Literally, secretly, or otherwise he is a 
house divided against himself, deénergized by fear, 
disgust, revolt, and conflict. It is in these conflicts 
and their results that the major part of neurasthenia, 
psychasthenia, and hysteria arises, in disgust, dis- 
satisfaction, impotent revolt, and the splitting of the 
personality that comes when one part of us can- 
not live harmoniously with other parts. 

The task of the physician in these cases is first 
of all to diagnose the situation, to make sure that 
he is not dealing with organic disease masked by a 
psychoneurosis. Thus, it must be emphasized as 
fundamental that in no case should the diagnosis be 
made until organic situations are excluded. 

Secondly, the physician must then discover, the 
physical factors out of which the condition has, in 
part, its origin, in bad habits of eating and sleep- 
ing, in bad habits of work and play, in poorly con- 
ducted organic habits, such as the care of the bowels. 
He must take whatever steps seem necessary to 
cure loss of appetite, disturbed sleep, and must 
prescribe medicines, fresh air, massage, and exercise 
according to the physical situation. 

Thirdly, he must do far more than these things. 
He must probe into the life of the patient and dis- 
cover the mental causes, the dissatisfactions, the 
revolts, the disgusts, the forbidden desires, and the 
dissociations and conflicts that are back of the 
symptoms. He must harmonize the personality of 
the patient, must reconcile one phase to another, 
and bring about a philosophy of life, either of re- 
nunciation or achievement, that will meet the situa- 
tion. He must teach control of emotions and in- 
culcate new purposes and ambitions, or restore the 
old ones if these have disappeared. His is a task 
formerly relegated to priest and pastor, to teacher 


and philosopher, but he must be all of these things 
when he deals with the psychoneuroses, and from 
his capacity for understanding human nature, and 
from his ability to probe successfully into the dark, 
fiercely guarded corners of the human mind, will 
come the ability to deal with these conditions. 


THE NEW MANUAL TRAINING SHOP FOR 
TUBERCULOSIS PATIENTS 


The Boston Tuberculosis Association has opened 
the new manual training shop for children at the 
Prendergast Preventorium in Mattapan. 

This building has been made possible through the 
gift of Mrs. Joseph Newhall Smith in memory of her 
grandson who lived in Lynn, Massachusetts. 

This addition to the equipment of the Preventor- 
ium will be used for the manual training of boys 
and teaching of cookery for the girls. Miss Spencer 
at the camp will give the cooking lessons and Mr. 
Hartin will teach the boys. This addition will add 
very much to the usefulness of the camp. 


CORRESPONDENCE 


MOTION PICTURES IN THE PUBLIC SCHOOLS 
OF BOSTON 


The School Committee of the City of Boston 
Department of School Hygiene 
October 7, 1931. 


To the Editor, New England Journal of Medicine, 

The Department of School Hygiene of the Boston 
Public Schools will shortly introduce into the schools 
a course of visual instruction in health, hygiene, 
and sanitation, through the medium of available mo- 
tion pictures. 

The motion picture is admittedly one of the most 
valuable methods which may be employed in the 
teaching of health subjects in the public schools. 
The universal acceptance of this teaching method 
is proof of its value as a supplement to regular 
instruction in nearly every field of education. Mo- 
tion pictures are particularly adapted to instruction 
in personal and public health hygiene. Pictures are 
now available which illustrate in an interesting and 
instructive manner the public health activities of 
the Federal, State, and Municipal governments and 
the hygiene of the child, the home, the school, and 
environment. Such subjects as the care of teeth, 
the correction of faulty posture, the bacterial 
causes of disease, the preventive treatment of 
diphtheria, tuberculosis, diet, the spread of disease 
by flies, the value of rest, sleep, exercise, fresh air, 
the sanitation of the home, and many other subjects 
too numerous to mention are effectively illustrated 
on the screen. 

The motion picture vividly tells the story of ac- 
complishments in the field of public health, of dis- 
eases which have been conquered and those which 
are under control; of diseases which are prevent- 
able and those for which specific remedies have been 
perfected. The screen may now be employed in 
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teaching school children, their parents and teach- 
ers, how disease is spread through the water and 
milk supply and the precautions which are taken by 
our public health organizations in safeguarding 
from pollution and contamination these and other 
food supplies. Nearly every health activity which 
is carried on in the interest of the public health or 
for the benefit of the individual may be presented on 
the screen. 

The school children of today who are to be the 
citizens of tomorrow should possess some knowl- 
edge of the construction and the functional mechan- 
ism of the human body. They should be taught that 
the care of their bodies is their first duty and that 
the preservation of the public health is the best 
guarantee of the happiness, prosperity, and integ- 
rity of the Nation. They should be made health- 
conscious through education in the fundamental 
principles of health laws which are based on ex- 
perimental facts and which may be clearly illus- 
trated on the screen. A notable example of this 
type of motion picture is one which demonstrates 
the comparative value of milk, candy, and coffee as 
food. This experiment is conducted by sixth grade 
children in the classroom. White mice are used in 
the experiment and the end results prove conclu- 
sively the superior value of milk as a diet as is 
evidenced by the marked growth and development 
of mice fed on milk as compared with the loss of 
weight and strength of those mice fed on sugar and 
coffee. This is a simple experiment but it is a con- 
vincing one and it is bound to make a lasting im- 
pression upon the child who has witnessed the ex- 
periment. Pictures of this sort are available for 
demonstration on the screen. The work of many 
hours, days, and weeks in the laboratory and studio 
may be shown in less than a half hour on the screen. 

The health motion pictures which will be used in 
the schools will be viewed first by the teachers and 
afterwards by the pupils. Later, these pictures will 
be shown to parents at parent-teacher meetings. 
This arrangement will make possible discussions 
between teacher and pupils in the classroom, and be- 
tween children and their parents at home. Children 
will be encouraged to write their impressions of the 
picture they were permitted to view in order that 
some idea of their intelligent understanding of the 
health lessons taught by these pictures may be ob- 
tained. 

We know of no more effective medium than the 
screen for the dissemination of health knowledge 
among school children, teachers, and parents. The 
textbook on physiology and hygiene which is used 
in schools throughout the Country is only too often 
prepared from the standpoint of completeness 
rather than from the point of view of the practical 
needs of the school child. And more often than is 
excusable the average textbook, which is prepared 
for the school child, and the average teacher who 
teaches physiology and hygiene and the principles 
of public health in the lower and higher grades of 
our schools, fall short of the goal primarily because 


the instruction offered is too technical, too com- 
plicated, and therefore, above the intellectual level 
of the grades for which the educational material 
was prepared. The motion picture tells the story 
simply, clearly, and with authority. Whenever the 
occasion demands, the health story may be drama- 
tized or a touch of humor may be added for the en- 
tertainment of the child as well as for his instruc- 
tion. All this is possible in motion pictures and al- 
most impossible to include within the covers of a 
textbook. 

The interest and the imagination of the school 
child must be appealed to and nothing short of the 
screen possesses that power of appeal. The num- 
ber of permanent teeth in the mouths of human 
beings, the names and descriptions of the bones of 
the human skeleton, which is the smallest and 
which is the largest bone in the body, the number of 
red corpuscles and the number of white corpuscles 
no longer interest the school child, and his brain 
should not be crowded with these facts. The child 
memorizes them only to forget them as soon as it is 
convenient for him to do so. There is nothing in 
these facts to interest him, nothing to appeal to his 
imagination, nothing to impress him. 

The pictorial presentation of useful and practical 
physiologic, hygienic, and sanitary facts will ex- 
cite the child’s interest and enthusiasm and after a 
time he will develop a health-mindedness which will 
be of practical value to him in all the years of his 
life. 

Visual education is comparatively inexpensive and 
the cost will be less as the method is more popu- 
larly adopted. 

Films may be purchased outright and a library 
of health motion pictures thus developed; or they 
may be borrowed from the libraries of our Common- 
wealth and from other State libraries, from insur- 
ance companies, and from certain industrial organi- 
zations, also from certain departments of the Fed- 
eral Government. To reduce the cost of these films, 
an exchange with other communities could be ar- 
ranged. The cost of a program of health education 
through the medium of motion pictures is infinitesi- 
mal compared with the invaluable information which 
the child may acquire. 

Physicians should be especially interested in this 
practical method of health teaching in the public 
schools, first, because the teaching of physiology 
and hygiene and of public health matters in the 
public schools has not been accorded the prominent 
place in the school curriculum which these sub- 
jects deserve, and secondly, because eventually we 
shall develop through health motion pictures a 
health-minded citizenship possessing a broad un- 
derstanding of public health matters. The develop- 
ment of such a type of citizen will make it less 
difficult for physicians and health authorities to cope 
with situations which require the coéperation of the 
whole community. The various “isms”, “ists”, and 
“aths”,—the many and varied miracle cures which a 
gullible public so eagerly seizes upon the moment 
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they appear in the advertising columns of the news- 
papers, the medical quacks and charlatans who mer- 
cilessly mulct the public of vast sums of money 
annually, would find their fields of operation not so 
fertile and so profitable if the public were properly 
health educated. 

If we are to succeed in our efforts to eradicate dis- 
ease, to keep the public heaith as near the point of 
perfection as our modern scientific knowledge will 
permit, we must begin with the health education of 
the child in the schools. Our opportunities in this 
field of activity are tremendous. The giving of il- 
lustrated instruction in health, hygiene, and sani- 
tation will result in the development of a more un- 
derstanding and therefore of a more codperative 
citizenship of the future. We shall make progress 
only if we march onward with the army of school 
children. 

Very truly yours, 
Sotomon H. Rustin, M.D., 
Acting Director of School Hygiene, 
Boston Public Schools. 


PUBLICITY COMMENTS RELATING TO RABIES 


Mr. Editor, 
Dear Sir: 

I am enclosing a clipping from the September 1, 
1931, Our Dumb Animals. Such articles on a table 
in a doctor’s office are read by the patients and, as 
I have written to the editor of the paper, give a 
wrong impression to the reader. The clipping is en- 
clesed as is the letter to the editor and his answer. 
The probable reason that rabies is so rare is because 
of the treatment. I am sending this to be printed 
as a warning to your readers about the magazines 
they put on their waiting-room tables. “Be sure and 
censor them.” 

Yours truly, 
P. NETTLE, M.D. 
282 South Main Street, 
Bradford, Mass. 


September 1, 1931 
Our Animals 


AN EXPERIENCE WITH RABIES 

A young lad, in Sir Wilfred’s kitchen while he and 
Lady Blunt were in Egypt, was bitten by a wolf- 
dog on February 14, 1921. He was given the Pas- 
teur treatment but died the 11th of March. An old 
women cook who went to his assistance was also 
quite badly bitten. She didn’t take any treatment 
but nothing happened to her. In view of this he 
says: 

“T called upon Dr. Ruffer at his villa at Ramleh. 
I went on purpose to consult him as a pupil of 
Pasteur. What he told me is briefly this: He said 
that whereas only 13% of bites inflicted by dogs 
proved by dissection to have been mad are followed 
by hydrophobia, it is more serious in case of a 
wolf-dog, 60% or 70% being a proportion of the bites 
followed by the disease. On the other hand, he told 


me that the Pasteur treatment itself kills a propor- 
tion of 2% of the cases where it is used. I asked 
him if he were bitten by a dog ascertained to be mad 
if he would take the treatment. He said, ‘I think so, 
but I should first make my will.’ His opinion is of 
value coming from so distinguished a disciple of 
Pasteur.” 

The amusing statement is also made that the old 
woman who came to the boy’s relief and was bitten 
took some of the hair of the wolf with which to 
dress her wounds, and the heart of the dog was 
taken out for the boy to eat. The wolf appeared 
to be in healthy and normal condition, apparently 
hungry ran into the kitchen to get something to 
eat, the boy attempting to drive him out was bitten 
by him. 

From Sir Wilfred Scawen Blunt’s Diaries, Volume 
II, Page 6. 


September 11, 1931. 
Editor of Our Dumb Animals, 
Dear Sir: 

The headline, An Experience with Rabies, gives 
a story respecting the aspect of a scientific experi- 
ence. However interesting an article may be, it 
should not be printed in such a form as to in any 
way mislead the reader. Here are the facts about 
rabies as it has occurred in the last five years in 
Massachusetts. I think it will be more enlightening 
than an occurrence ten years ago in Egypt. 

In the last 5 years there were thirteen deaths from 
rabies in Massachusetts. 

One patient had the Pasteur treatment 14 days 
after exposure. This was too late and death re- 
sulted. 

One patient received treatment immediately. The 
bite was on the nose and eyelid where it is very 
serious as the virus drains directly into the skull and 
so infects the brain substance. 

Eleven patients died without the treatment. 

There were over 500 treatments by the Pasteur 
method and if the article is right (2% died from 
Pasteur treatment) there should have been over 10 
deaths from it. Mr. Editor, can you tell me of a 
few cases that died this way during the past 5 years? 

In fact, if I were bitten by a dog who had hydro- 
phobia there would be no delay in administering Pas- 
teur’s life-saving treatment, Dr. Ruffer to the con- . 
trary notwithstanding. 

Yours respectfully, 
P. NETTLE, M.D. 


The Massachusetts Society for the Prevention of 
Cruelty to Animals 
The American Humane Education Society 
The Angell Memorial Animal Hospital 
170-184 Longwood Avenue, Boston, Mass. 
September 21, 1931. 
Paul Nettle, M.D., 
282 South Main Street, 
Bradford, Mass. 
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My dear Dr. Nettle, 

I appreciate your letter of September 11, and I 
had just a bit of fear when that article “An Experi- 
ence with Rabies” went in the paper that somebody 
might think it did not give full value to the worth 
of the Pasteur treatment. 

Nearly all of our doctors and employees here have 
been at one time or another bitten by a dog that had 
symptoms of rabies. Practically all of them, if I 
remember rightly, have taken the Pasteur treatment, 
and we certainly always suggest and advise it. 

I have not the statistics for the past five years 
which you quote. The strange thing is that being the 
son of a physician and the father of a physician and 
associated with physicians all my life and having 
repeatedly asked many doctor friends if they had 
ever had a case of rabies, I have never found but 
one who said yes to that question. Certain as I am 
that the disease exists, it is still a rare one. 

I am 
Very truly yours, 
Francis H. Row ey, President. 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL ON PHAR- 
MACY AND CHEMISTRY 


535 North Dearborn Street, Chicago, Il. 
September 25, 1931. 
Editor, the New England Journal of Medicine: 
Dear Doctor: 

In addition to the articles enumerated in our let- 
ter of August 28 the following have been accepted: 
Abbott Laboratories 

Neocinchophen-Abbott Tablets, 74% grains 
Lederle Laboratories, Inc. 
Diphtheria Toxoid, two 1 cc. syringe packages 
Diphtheria Toxoid, two 1 cc. vial packages 
Diphtheria Toxoid, one syringe package 
Diphtheria Toxoid, one vial package 
Solution Liver Extract Parenteral (Lederle) 
E. R. Squibb & Sons 
Diphtheria Toxin for the Schick Test, Ready to 
Use without Dilution 
Scarlet Fever Streptococcus Toxin-Squibb, six 
10 ce. vial packages 
Squibb Liquid Petrolatum with Agar and Phe- 
nolphthalein 
Yours truly, 
W. A. PUCKNER, Secretary, 
Council on Pharmacy and Chemistry. 


RECENT DEATH 


FINNIGAN—Dnkr. Patrick JOSEPH FINNIGAN, a Fel- 
low of the Massachusetts Medical Society since 1884, 
died at his home in Cambridge, October 7, 1931, 
aged 73. 

He was born in Worcester, March 12, 1858, was 
graduated A.B. at Holy Cross College in 1880, 


Harvard Medical School, where he received an M.D. 
in 1883. 

In Cambridge he served on the school board and 
was attending physician to the Holy Ghost Hospi- 
tal for Incurables. 

Dr. Finnigan is survived by his widow Mrs. Mar- 
garet E. Finnigan, by one son and two daughters. 


NEWS ITEMS 


DR. L. E. PHANEUF ADDRESSES THE BRIDGE- 
PORT MEDICAL ASSOCIATION —Dr. Louis E. 
Phaneuf, Professor of Gynecology at Tufts College 
Medical School, addressed the Bridgeport Medical 
Association at Bridgeport, Conn., on “Uterine Hemor- 
rhages with Special Reference to Uterine Cancer,” 
on October 6, 1931. 


HARVARD MEDICAL SCHOOL NEWS 


Scholarships in Harvard Medical School for the 
academic year of 1931-32 have been awarded as fol- 
lows: 

Edward M. Barringer, No. 1: George S. Baker. 


Edward M. Barringer, No. 2: Joseph B. Doyle. 

Gordon Bartlett: David G. Cogan. 

Gordon Bartlett: Robert A. MacCready. 

Matthew and Mary E. Bartlett: Robert C. Darling. 

Lucius F, Billings: Meyer R. Whitehill. 

Orlando W. Doe: Robert E. Jennings. 

Joseph Eveleth, No. 1: Frank R. Pierce. 

Joseph Eveleth, No. 2: Edward Budnitz. 

Joseph Eveleth, No. 3: Carl A. Kunath. 

Horace Putnam Farnham, No. 1: Joseph G. Bien- 
kowski. 

Horace Putnam Farnham, No. 2: Claude E. Welch. 

Hilton, No. 1: Robert O. Wilson. 

Hilton, No. 2: Alfred L. Duncombe. 

William Otis Johnson: Rolf Lium. 

Claudius M. Jones: Samuel L. Yee. 

Alfred Hosmer Linder: William H. Goodson, Jr. 

Joseph Pearson Oliver: Howard I. Suby. 

Charles B. Porter: John R. Graham. 

Flavius Searle: Merritt B. Low. 

Charles P. Strong: David D. Rutstein. 

Isaac Sweetser: Reeve H. Betts. 

John Thomson Taylor: Prentiss L. Hyder. 

Dr. Charles Walker, No. 1: Don W. Freeman. 

Helen L. Walker, No. 2: Andrew M. Babey. 

Anna G. Walker, No. 3: Leo Walzer. 

Leslie W. Walker, No. 4: John V. Cantlon. 

Abraham A. Watson: Carlton R. Souders. 

Edward Wigglesworth: Hays R. Yandell. 

Cotting Gift: Abraham Weinstein. 

James Ewing Mears: Carl W. Walter. 

Special Scholarship (1931): Leonard W. Brewer. 

Franklin Reynolds: Charles F. Ferguson. 


studied at St. Mary’s College, Montreal, and at 
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NOTICES 


THE SECOND EXAMINATION OF THE AMERI- 
CAN BOARD OF OBSTETRICS AND GYNECOL- 
OGY 


The written examination must be taken by all 
applicants classified in Group 3, and will be held on 
Saturday, October 31, 1931, at 2 P. M., in the follow- 
ing cities: 

New York City, Chicago, Philadelphia, Toronto, 
Canada, Indianapolis, Ind., Portland, Ore., Roches- 
ter, Minn., Iowa City, Ia., St. Louis, Mo., Boston, 
Mass., Ann Arbor, Mich., Baltimore, Md., Atlanta, 
Ga., Cincinnati, O., San Francisco, Cal., Denver, 
Colo., Galveston, Texas. 

The examination will consist of ten questions on 
obstetrics and gynecology. Each candidate for 
Group 8 also will be required to submit typewritten 
reports on a total of fifty (50) obstetrical and gyne- 
cological operations which he has performed, and 
these case records are to be presented with his 
examination paper to his local examiner on Octo- 
ber 31. 

The practical, or oral, clinical and laboratory ex- 
amination will be held in Chicago, Ill., on Tuesday, 
December 29, 1931, commencing at 9 A. M., and will 
be given to all applicants in Group 2 and Group 3. 
The candidates will be expected to identify and dis- 
cuss three or four common obstetrical and gyneco- 
logical pathologic specimens and the histological 
sections taken from them. The clinical part of the 
examination will be conducted in a hospital where 
an individual case will be discussed in detail with 
each candidate. An endeavor will be made to adapt 
' the details of the oral examination to each candi- 
date’s experience and practice, and will be par- 
ticularly directed to ascertain his familiarity with 
recent obstetrical and gynecological literature, the 
breadth of his clinical experience, and his general 
qualifications as a specialist in Obstetrics and 
Gynecology. 

Each candidate in Group 3 will be expected to ap- 
pear before the examiner or assistant examiner in 
the territorial district in which the candidate re- 
sides, unless special arrangements otherwise have 
been made in advance through the Secretary, for 
the written examination on October 31. He should 
have satisfied the Secretary before October 1 as to 
which of the two cities of his district he will present 
himself for examination so that his credentials may 
be forwarded to the proper examiner in advance. 
The territorial districts, the examiner’s names, and 
the places of examination, appear below. 

In each instance the examination papers and case 
records will be sent to be reviewed and marked by 
an examiner in another district from that in which 
the candidate resides and tries his examination. 

TERRITORIAL DISTRICTS 
1. New York; Maine; New Hampshire; Vermont; 
Massachusetts; Rhode Island; Connecticut. 
Examiner: Dr. Walter T. Dannreuther, New 
York City. 


Assistant Examiner: Dr. Louis Phaneuf, Boston. 
2. Illinois; Michigan; Wisconsin. 
Examiner. Dr. Fred L. Adair, Chicago. 
Assistant Examiner: Dr. Reuben Peterson, Ann 
Arbor, Mich. 


3. Pennsylvania; New Jersey; Delaware; Mary- 
land; Virginia; West Virginia; District of 
Columbia. 

Examiner: Dr. Edward A. Schumann, Philadel- 
phia. 

Assistant Examiner: Dr. Emil Novak, Balti- 
more. 


4. North Carolina; South Carolina; Georgia; 
Florida; Alabama; Louisiana; Mississippi. 
Assistant Exarainer: Dr. J. R. McCord, Atlanta, 
Georgia. 
5. Ohio; Indiana; Tennessee; Kentucky. 
Examiner: Dr. Joseph L. Baer (of Chicago, 
Ill.); Indianapolis, Ind. 
Assistant Examiner: Dr. Magnus A. Tate, Cin- 
cinnati, Ohio. 
6. Washington; Oregon; California; Nevada. 
Examiner: Dr. Jennings Litzenberg (of Minne- 
apolis, Minn.); Portland, Oregon. 
Assistant Examiner: Dr. Frank W. Lynch, San 
Francisco, Cal. 
7. Minnesota; North Dakota; 
Idaho; Montana; Wyoming. 
Examiner: Dr. Robert D. Mussey, Rochester, 
Minn. 
8. Iowa; Nebraska; Colorado; Utah. 
Examiner: Dr. E. D. Plass, Iowa City, Iowa. 
Assistant Examiner: Dr. C. B. Ingraham, Den- 
ver, Colo. 
9. Missouri; Kansas; Nebraska; Arkansas; Texas; 
Arizona; Oklahoma; New Mexico. 
Examiner: Dr. G. D. Royston, St. Louis, Mo. 
Assistant Examiner: Dr. W. R. Cooke, Galves- 
ton, Texas. 
Canada. Assistant Examiner: 
Hendry, Toronto, Canada. 


Candidates in Groups 2 and 3 will report to the 
entire Board in Chicago on December 29 through 
the direction of Dr. Fred L. Adair, University of 
Chicago Clinic. 

Candidates will be notified, individually, later, of 
the exact address at which their examinations will 
be held. 

Candidates in Group 3 may take their clinical, 
hospital examination on the morning of the same 
day and at the same place as the written examina- 
tion (October 31), but must also meet the entire 
Board in Chicago for the laboratory and the oral 
examination. ; 

For further information address the Secretary, 
Dr. Paul Titus, 1015 Highland Building, Pittsburgh, 
Pa. 


South Dakota; 


10. Dr. William B. 


REMOVAL 
Dr. Edward Winslow Karcher wishes to announce 
the removal of his office from 353 Commonwealth 
Avenue to 416 Marlborough Street, Boston. 
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ANNOUNCEMENT OF LECTURES BY PROFES- 
SOR HENRY E. SIGERIST AT THE INSTITUTE 
OF THE HISTORY OF MEDICINE AT THE 
JOHNS HOPKINS SCHOOL OF MEDICINE 


PROGRAM 


A course of six lectures will be given on “The 
Evolution of Medicine in Its Cultural Aspects”: 

October 15—Primitive conceptions of disease. 

October 22—The religious character of oriental 
medicine. 

October 29—The philosophical attitude of the 
Greek physicians toward medicine. 

November 5—The dawn of modern medicine. 

November 12—The cultural background of modern 
medicine. 

November 19—The development of medicine dur- 
ing the nineteenth century. 

These lectures will be given in the auditorium of 
the School of Hygiene and Public Health, 615 North 
Wolfe Street, at 5:00 P. M. on the above dates. 


A seminar course will be given on “The Interpre- 
tation of Medical Texts”: 

October 16—The Edwin Smith Surgical Papyrus. 

October 23—The tablets relating cures found at 
Epidauros. 

October 30—Problems of the Corpus Hippocrati- 
cum. 

November 6—The fragments of the school of 
Empirics. 

November 13—The treatise on “The Interroga- 
tion of Patients” by Rufus of Ephesus. 

November 20—Latin medical texts of the early 
Middle Ages. 

This course will be given in the rooms of the In- 
stitute of the History of Medicine, Welch Medical 
Library, 1900 East Monument Street, at 5:00 P. M. 
on the above dates. 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 P. M. on Thursday, October 22, in the 
Amphitheatre of the Peter Bent Brigham Hospital, 
a medical clinic will be given by Dr. Henry A. 
Christian, to which physicians are cordially invited. 
The clinics will be held regularly on Thursday after- 
noons. 


RADIO HEALTH MESSAGES 


Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 
chusetts Department of Public Health. 

Courtesy WBZA. Thursdays at 5:17 P. M. 


October 

15 Sunlight and Ultra-violet Rays 

22 Hospitals—Then and Now 

29 What the Public Should Know of Diabetes 
November 

5 High Blood Pressure . 


12 The Care of Pulmonary Tuberculosis | 
19 Accidents in the Home 

26 Fatigue as a Symptom of Disease 
December { 
3 Overweight—Cause and Prevention 
10 Can We Prolong Life? 

17 Pasteurized or Raw Milk $ 
24 Public Health in the Coming Year 
31 Mental Health 


State House BRoaDcast 


Sponsored by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays at 12:30 P. M. 

The various activities of the Department are dis- 
cussed by the Directors of its nine Divisions. 


HEALTH ForuM 


Directed by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays at 4:50 P. M. 

Queries from the public are answered under the 
sponsorship of the Department. 

Questions on Health and Prevention of Disease 
may be sent to: Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 


PROGRAM 


SPECIAL SERIES OF BROADCASTS 
Sponsored by the Massachusetts Department of 


Public Health. Courtesy WEEI. Mondays 7:15 
P M. 
Cancer 
1931 
October 


19 What the World Is Doing About Cancer 
Clarence C. Little, M.D. 

26 Fear of Cancer 
Kendall Emerson, M.D. 

November 

2 How To Use a Cancer Clinic 
George H. Bigelow, M.D. 


9 A Hopeful Note About Cancer 
Timothy Leary, M.D. 


Health from Zero to Ninety 


16 Prenatal and Infant Health 
Harold C. Stuart, M.D. 


23 Preschool and School Health. 


Stanley H. Osborn, M.D. 


30 Health and the College Student 
- Mary DeKruif, M.D. 


December 
7. Health and Safety of the Young Adult 
C.E. A. Winslow, PhD, 


N. E. J. of M. 
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Herbert L. Lombard, M.D. 


House CONFERENCE ON CHILD HEALTH 
AND PROTECTION 
Round Tables 

December 

21 Round Table No. 1—Why Another Conference? 

Conducted by George H. Bigelow, M.D. 
28 Round Table No. 2—How Much Care Does the 
Well Child Need? 
Conducted by Mr. Frank W. Kiernan 


1932 
January 
4 Round Table No. 3—Health in Education—Edu- 
cation in Health 
Conducted by Raymond Patterson, Ph.D. 
11 Round Table No. 4—What a Community Owes 
to Its Children 
Conducted by Lila Owen Burbank, M.D. 
Round Table No. 5—Unto the Least of These 
Conducted by Mr. Alfred F. Whitman 


18 


UNITED STATES CIVIL SERVICE | 
EXAMINATIONS 


The United States Civil Service Commission an- 
nounces the following-named open competitive ex- 
aminations: 

Senior Medical Officer: Tuberculosis, neurology— 
psychiatry (either one, or the two combined), roent- 
genology, bacteriology—pathology (either one, or the 
two combined), eye, ear, nose and throat (any one, 
or in any combination), orthopedic surgery, internal 
medicine and diagnosis, general surgery, urology, 
cardiology. 

Medical Officer, Associate Medical Officer: Car- 
diology, child hygiene, eye, ear, nose and throat, 
genito-urinary (urology), internal medicine and diag- 
nosis, neuropsychiatry, pathology and bacteriology, 
roentgenology, surgery (general or orthopedic), tu- 
berculosis, venereal disease. 

Applications for the positions of senior medical 
officer, medical officer, and associate medical officer 
must be on file with the U. S. Civil Service Com- 
mission at Washington, D. C., not later than Decem- 
ber 30, 1931, except that the Commission reserves 
the right to issue subsequent notice closing the re- 
ceipt of applications before that date. 

The examinations are to fill vacancies in the Vet- 
erans’ Administration, Public Health Service, Indian 
Service, Coast and Geodetic Survey, and Panama 
Canal Zone. 

The entrance salary for senior medical officer is 
$4,600 a year, for medical officer is $3,800 a year, 
and for associate medical officer is $3,200 a year. 

Competitors will not be required to report for ex- 
amination at any place, but will be rated on their 
education, training, and experience. 


quired. 


Social Service Worker (Prisons Bureau) 

Applications for the position of social service 
worker (Prisons Bureau) must be on file with the 
U. S. Civil Service Commission at Washington, 
D. C., not later than October 22, 1931. 

The examination is to fill a vacancy in the posi- 
tion of junior warden’s assistant, Federal Industrial 
Institution for Women, Alderson, W. Va., and va- 
cancies requiring similar qualifications, throughout 
the United States. 

The entrance salary is $2,000 a year, less $300 a 
year for maintenance. 

Competitors will be rated on answers to practical 
questions in the field of social work. 

Applicants must have been graduated from a 
standard high school or have completed 14 units of 
high school work acceptable for college entrance, 
and in addition must have had at least two years 
of full-time training in a college, university, or 
school of social service of recognized standing. Ap- 
plicants must also have had at least two years’ 
experience in social service work, or similar ex- 
perience of equal value in correctional institutions 
for adults. 

Full information may be obtained from the Sec- 
retary of the United States Civil Service Board of 
Examiners at the post office or customhouse in any 
city or from the United States Civil Service Com- 
mission, Washington, D. C. 


REPORTS AND NOTICES 
OF MEETINGS 


THE ANNUAL MEETING OF THE FOUR WEST- 
ERN COUNTIES MEDICAL ASSOCIATION 


This meeting was held at the Monson State Hos- 
pital, Palmer, Mass., Thursday, October 8, 1931, at 
1:30 P. M. Speaker: Lloyd Aycock, M.D., Harvard 
Infantile Paralysis Commission. Subject: Infantile 
Paralysis. 


THE NEW ENGLAND SOCIETY OF PSYCHIATRY 


The annual fall meeting of the New England Soci- 
ety of Psychiatry was held at Brattleboro Retreat, 
Brattleboro, Vermont, with Dr. Horace G. Ripley, 
superintendent, on October 8, 1931. This meeting 
was presided over by Dr. John A. Houston, president, 
and was largely attended by psychiatrists from all 
over New England and New York State. Dedication 
exercises of the Ripley Nurses’ Home took place at 
this meeting. 

At the business meeting which was held at twelve 
o’clock 22 psychiatrists were elected to active mem- 
bership. At twelve-thirty an excellent dinner was 
served, after which Dr. William A. Bryan, superin- 
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tendent of the Worcester State Hospital, gave an 
interesting address, having for his subject the “Re- 
view of the Research Program at the Worcester State 
Hospital.” 

HarLan L. Patne, M.D., Secretary-Treasurer. 


| SUFFOLK DISTRICT MEDICAL SOCIETY 
' Censors’ MEETING 

The Censors of the Suffolk District Medical So- 
ciety will meet for the examination of candidates 
at the Medical Library, No. 8 The Fenway, Thurs- 
day, November 5, 1931, at 4:00 o’clock. 

Candidates should make personal application to 
the Secretary, and present their medical diploma at 
least one week before the examination. 

LELAND S. McKiTtTrIck, Secretary. 
205 Beacon Street, Boston. 


MASSACHUSETTS MEDICAL BENEVOLENT 
SOCIETY 
There will be a meeting of the Massachusetts Med- 
ical Benevolent Society on October 22 at 8 P. M. in 
the Boston Medical Library, 8 The Fenway, Boston. 


PROGRAM 
A Short History of the Massachusetts Medical 
Benevolent Society—Robert M. Green, M.D. 
Whom and How We Help—Roger I. Lee, M.D. 
Grorce G. Sears, M.D., President. 
HitsBert F. Day, M.D., Secretary. 


MASSACHUSETTS GENERAL HOSPITAL 


A Clinical Meeting of the Staff of the Massachu- 
setts General Hospital will be held in the Moseley 
Memorial Building, on Wednesday, October 28, 1931, 
at 8:15 P. M. 

PROGRAM 


1. Business Meeting of the Suffolk District Medical 
Society. 


Symposium on Infantile Paralysis. 
Epidemiological Aspect and Present Epidemic— 
Dr. Gaylord W. Anderson, Deputy Commissioner 
of Public Health of Massachusetts. 

Pathological Aspects—Dr. Tracy B. Mallory, In- 

structor in Pathology, Harvard Medical School; 

Pathologist at Massachusetts General Hospital. 

Dr. Charles S. Kubik, Assistant in Neurology and 

Neuropathology, Massachusetts General Hospital 

and Harvard Medical School. 

The Drinker Respirator—Mr. Philip Drinker, As- 
sistant Professor of Industrial Hygiene, Harvard 
Medical School. 

Cases Treated with Drinker Respirator at Massachu- 
setts General Hospital. Dr. Neil L. P. Crone, 
Resident in Neurology, Massachusetts General 
Hospital. 

Physicians, Medical Students and Nurses are cor- 
dially invited to attend. 

COMMITTEE ON HOSPITAL MEETINGS. 


2. 


‘Hospital. 


HARVARD MEDICAL SCHOOL 


LECTURES ON “THE CARE OF THE PATIENT’ 

Amphitheater C at 5 P. M. as follows: 

Wednesday, October 21—Dr. Gerald B. Webb, Col- 
orado Springs, Colorado: “The Prescription of Liter- 
ature.” 

Wednesday, October 28—Dr. Stewart R. Roberts, 
Atlanta, Georgia: “The Art and Human Nature.” 
THE GreorGeE W. LECTURES ON “MepiIcaL Ernics” 

Amphitheater C at 5 P. M. as follows: 

Wednesday, November 4—Dr. John M. Birnie, 
Springfield, Massachusetts: “Ethics for the Doctor.” 

Wednesday, November 18—Dr. John M. Birnie, 
Springfield, Massachusetts: “Independence for the 
Doctor.” 


HARVARD MEDICAL SOCIETY 


The first meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital Am- 
phitheatre (Van Dyke Street entrance), Tuesday 
evening, October 27, 1931, at 8:15 o'clock. 


PROGRAM 


Presentation of Cases. 

On the peptic genesis of gastric and duodenal ul- 
cer, especially in the light of ulcers in Meckel’s 
diverticulum. By Arvid Lindau, M.D., of Lund, Swe- 
den. 

The possible relation of the central (vegetative) 
nervous system to peptic ulcers. By Harvey Cush- 
ing, M.D. 

Experimental observations on the production of 
ulcers by pilocarpine. By Richard U. Light, M.D. 


Medical students, nurses and physicians are cor- 
dially invited to attend. 
JoHN Homans, Secretary. 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


October 16—New England Roe Ray Society. See 
notice on page 746, issue of Octobe 

October 19-23—International of the Interstate 

Postgraduate Medical Association of North America, 
page 1125, issue of May 21, and page 555, issue of Sep- 
tember 10. 

October 20—South End jMottant Club. See notice on 
page bia issue of October 1 

ber 19-30—Graduate Fortnight a the New York 

Maney of Medicine. See page 1230, issue of June 4, 
and page 465, issue of August 

October 21 and 28—Harvard Medical School. Lectures 
on “The Care of the Patient.”’ See notice above. 

October 22—Medical Clinic at the Peter Bent Brigham 
See page 789. 

October 22—Massachusetts Medical Benevolent Society. 
See notice elsewhere on this page. 

October 27—Harvard Medical Society. See notice above. 

October 28—Massachusetts General Hospital. See no- 
tice elsewhere on this page. 


November 4—New England Heart Association. See 
notice on page 746, issue of October 8. 

November 4 and 18—Harvard Medical School. The 
Gam W. Gay Lectures on “Medical Ethics."’ See notice 


May Harvey Society. 
of Octobe 


November 
See page 745, 
April 4-8, 19832—The Ame College of Physicians. 
See notice on page 1232, issue of June 4 
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Autumn 1931—Spring Medical Post- 
page 


graduate Courses in Berlin See 468, 


DISTRICT MEDICAL SOCIETIES 

Franklin District Medical Society 
Meetings will be held on the second Tuesday of Novem- 
March and May at the Weldon, Greenfield, 


CHARLES MOLINE, Secretary. 


Middlesex East District Medical Society 

At a meeting of the executive committee the following 
schedule for the Middlesex East District Medical Society 
was arranged: 

November—At Wakefield. 

January—At Melrose. 

March—At Reading. 

May—At Woburn. 

All meetings on the second Wednesday of each month 
unless otherwise announced. 


Suffolk District Medical Society 
November 5—Censors’ meeting. See page 791. 


Worcester District Medical Soclety 


esday evening, November 11, 1931—Worcester 


Wedn 
ber of Commerce Rooms, Franklin Street, Worces- 
cham Lesions of Congenital 


ter, Mass. 7: mone 
Syphilis, fford McLean, Clinical Professor, Dis- 
eases of by De. Ste Columbia University College of Physi- 
cians and Surgeons, New York City. 

Wednesday evening, December 9, 1931 — Worcester 


hamber of Commerce Rooms, Franklin Street, orces- 
con "Mass. am: Subject in the field of Eye, 


Ear, Nose and Throat to be announced later. 


Wednesday evening Jonuaty, 13, 1932—Worcester City 
6:3 o—Dinner, complimenta 
hee City Hospital. 7:4 To be announce 


Wednesday evening, February 10, 1982—Worcester State 
Hospital. 6:80—D inner, complimentary by the Worcester 
State Hospital. 7:45—A psychiatric program to be an- 


nounced later. 
Wednesda rene March 9, 1932—Memorial Hospital, 
Worcester $—Dinner, complimen by Mem 
T: A pediatric meeting with subjects 


rial Hospital. 


to be announced later. 
North Graft ss. er, complimentary 


by. Grafton, State "Hospital. 7:45—Program to be an- 
nounced la 

_ _Wedne ‘afternoon and evening, ay 11, 1932—Annu- 
al Meeting. Program to be ao 


C. MILLER, Secretary. 


— 


BOOK REVIEWS 


“Scharlach—Atiologie, antitoxische Serumtherapie 
und Schutzimpfung.” By Proressor R. Kraus (et 
al). Published by Urban and Schwarzenberg. 


This is a very good monograph of three hundred 
odd pages on Scarlet Fever. The historical devel- 
opment is good and the references are particularly 
copious. The authors seem determined that the work 
of Moser shall not be forgotten and when they come 
to discussions of the various anti-scarlet fever strep- 
tococcus sera are inclined to the use of personal 
names. Thus, while three distinct techniques should 
-be associated with the names of Moser, Dick and 
Dochez, if they are to be critically separated, the 
‘Moser serum (recently concentrated by later biologic 
methods) is frequently compared to the “Dick-Dochez 
serum”. On the other hand, the broad term used to 
include all potent sera is “Moser-Dick”, and the au- 
thors wistfully regret that Moser didn’t discover “the 
toxin” twenty-five years ago. From the clinician’s 


point of view it would seem that our ability to con- 
centrate these sera is vastly more important than 
the recognition of a toxin. 


| cussion was more complete. 
~| Carcinoma of the Breast the author apparently ad- 


Aside from this righteous tinge the story is well 
told. The value of the serum is affirmed, particu- 
larly in severe cases, although there seem to be no 
convincing statistics available as yet from any 
source. A great deal is said about the possible use- 
fulness of the Schultz-Charlton reaction in diag- 
nosis. In regard to the Dick test the following is 
pertinent: “We would be pleased if the theory of the 
Dick test and practical experience with it agreed in 
some measure, but we cannot ratify this from our 
experience in the Franz Josef Spitals in Vienna. The 
Dick test has not proved itself as a diagnostic weap- 
on nor as a specific indicator of immunity or sus- 
ceptibility in our investigations. The failure of the 
Dick test does not, however, mitigate against the 
streptococcus as the etiologic agent.” 

Such recorded observations as “spleen enlarged to 


‘| percussion, not palpable”, give the whole a good 
| Teutonic flavor. 


Practical X-Ray Treatment. By ArtHurR W. ERSKINE, 
M.D., Bruce Publishing Company, Saint Paul, Min- 
nesota. Price $3.50. 


The author has succeeded in presenting in a very 
condensed form most of the data necessary for an 
intelligent appliance of the roentgen ray in the 
treatment of diseases. The book contains 116 
pages, and there are 56 illustrations or charts. The 
presentation is more of a laboratory manual than a 
textbook. The known facts are clearly stated with- 
out an attempt to discuss theories or probabilities, 
difficult mathematical formulae are avoided, and the 
language used is as simple as possible in a highly 
technical subject. One might wish that a more 
extensive use of captions to explain the graphs and 
charts had been made. That in the chapters on 
“Non-Malignant and Malignant Conditions” the dis- 
In the treatment of 


vises against the so-called radical operation, sub- 
stituting for it simple amputation of the breast with 
subsequent x-ray treatment. The reviewer would 
consider this a rather radical departure from what 
is generally accepted as the proper method of surgi- 
cal treatment. On the whole the book is very good, 
however, and especially to the beginner in Roent- 
gen Therapy; it can also be used as a guide in es- 
tablishing a standard technique. 


Les Premiers Jours du Nouveau-Né. By Drs. Mar- 
CEL METZGER and ANDRE HeEravux. Published by 
Gauthier-Villars et Cie. 


This volume of 44 pages consists of a very large 
number of short descriptive paragraphs dealing with 
phenomena which are observable during the first few 
days after birth. There is almost no discussion or 
emphasis and to one not familiar with the authors’ 
work the volume seems of very dubious value. 

There are, however, many facts of considerable in- 
terest and it might be a useful book of reference for 
anyone who wishes to review a subject in this man- 
ner. 


